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VITAMIN PRODUCTS 


Many persons, especially budget- 
minded mothers with several chil- 
dren requiring vitamin A and D sup- 
plements routinely, will be glad to 
hear that prices of Abbott vitamin 
products were reduced 187 to 31°; 
beginning on August 2nd. 
Differences in quality of two vita- 
min products can’t be told by simple 
at-the-counter tests of weight, taste, 
smell or appearance. All too often 
thrifty purchasers reasoned, “Itlooks 
the same . . . it must be just as good 
. and it’s much cheaper!” Con- 
sequently lower price many times led 
to selection of products made with- 
out the care and controls so necessary 
for certainty of full vitamin content 
and therapeutic effectiy eness. 


Now this treacherous barrier of 


BACKED 


“price difference” has been removed. 
But, unfortunately, to some patients 
similarity in price will make it even 
more difficult to distinguish a quality 
product from those that may be of 
uncertain vitamin content. Realizing 
this, the careful physician will con- 
tinue to wrile all prescriptions for 
Haliver Oil with Viosterol and to 
specify Abbott. It is a simple but 
effective means of making certain 


that patients obtain a dependable 


PATIENTS FROM OBTAINING 


“Price differences’ 


NO LONGER NEED KEEP 


DEPENDABLE 


BY WORTHWHILE GUARANTEES. 


product with its vitamin conten! 
guaranteed by rigid bio-assays and a 
responsible maker’s control throug! 
out production. 

Abbott's new reduced prices ap} 
to all sizes in which Abbott's Hali 
Oil with Viosterol and Haliver (i! 
Plain are supplied—these inclu 
boxes of 25, 50, 100 and 250 3-min 
capsules and the various sized \i 
of each. Apporr LaBoraton! 
North Chicago, Illinois. 


Specify 


bott’s Haliver 
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Laénnec and the Stethoscope 


WE can scarcely imagine how it would be 

possible to study and treat respiratory 
and cardiac diseases, and even many abdom- 
inal disorders, without the use of a stetho- 
scope, so the debt of the medical profession 
to the man who invented this indispensable 
instrument is enormous. No doubt someone 
would have done it, sooner or later, but it 
was Laénnec who actually discovered and ap- 
plied the underlying principle. 

Rene Theophile Hyacinthe Laénnec was 
born in Quimper, France, on February 17, 
1781. When he was five years old his mother 
died of tuberculosis, and he was brought up 
and educated by two uncles, one of whom 
was a member of the Faculty of Medicine at 
the University of Nantes. 

Rene was a frail and delicate lad, but was 
always a brilliant student, carrying off many 
prizes at school and at medical college. 

In 1799, when he was only eighteen years 
old, he became an army surgeon; and at 33 
he was appointed editor of the Journal de 
Medicin and chief physician to the Hépital 
Necker, where he made his great discovery. 

The story of how this invention, which 
revolutionized medical thought and laid the 
foundation for the modern science and art 
of physical diagnosis (with the assistance, of 
course, of Auenbrugger’s discovery of per- 
cussion, fifty years earlier) came to be made 
is most interesting. 


It is related that Dr. Laénnec was stroll- 


ing, one day, in one of the parks of Paris, 
when he noticed a number of children who 
seemed to be enjoying themselves hugely in 
their play with a hollow log. Some of them 
would stand with their ears close to one end 
of the log, while one would tap gently or 
scratch with his fingernail upon the other 
end. The fun consisted in the fact that 
these small sounds were heard clearly at the 
further end of the log. 

This simple occurrence would have made 
no impression upon the ordinary man, but 
when, a few days later, a very stout woman, 
whose symptoms suggested cardiac disease, 
came in to consult him, and he noticed that 
her large, heavy breasts and thick chest-wall 
would interfere with his hearing her heart 
sounds by placing his ear against her chest, 
as was then the custom, Laénnec thought of 
the children and the hollow log and, to quote 
his own words, “Immediately on the occur- 
rence of this idea I rolled a quire of paper 
into a kind of cylinder and applied one end 
of it to the region of the heart and the other 
to my ear. I was not a little surprised and 
pleased to find that I could, thereby, per- 
ceive the action of the heart in a manner 
much more clear and distinct than I had ever 
been able to do by the immediate applica- 
tion of the ear.” 

This event occurred in 1816, and this roll 
of paper was the first stethoscope. Three 
years were devoted to study and experiment 
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before he announced his discovery to the 
world, in 1819, and the stethoscope then 
employed was far different from the accur- 
ate and delicate instruments which we now 
employ, beirig merely a wooden tube, five or 
six inches long, expanded into a bell at one 
end and with a disk of wood at the other, 
to which the ear was applied. In the days 
of our grandfathers, when doctors commonly 
wore “stove-pipe” hats, the hat was the usual 
place for carrying the stethoscope. 

With this new and wonderful instrument, 
Laénnec embarked upon a series of intensive 
studies of the sounds produced by the hu- 
man lungs and heart, in health and disease, 
which resulted in the first differentiation and 
adequate description of such conditions as 
bronchitis, pneumonia, pleurisy, and tuber- 
culosis, and in recognizing that there are 
several different types of cardiopathies. The 
studies of Laénnec have probably been of 
more value to the medical profession than 
even his epoch-making invention. 

In 1823 he succeeded Hallé as professor of 
medicine at the Collége de France, and, the 
following year, changed to the chair of clin- 
ical medicine. 

His enormous labors were too much for 
his frail body, and his health broke down. 
He went to live a quiet life in the country 
for two years and returned, much improved, 
to Paris to resume his work. 

Whether he acquired tuberculosis from his 
phthisical mother or from the scores of tu- 
berculous patients he studied in the hospi- 
tals. will never be known, but it gradually 
sapped his strength, and he was finally forced 
to give up his work and retire to his native 
Brittany, where, on August 13, 1826, at the 
early age of forty-five years, he succumbed 
to the very malady upon which his studies 
had thrown so much light. 

So passed one of the most brilliant and 
significant figures in medical history—the man 
to whom, in large measure, is due the enor- 
mous advance in the science of physical 
diagnosis which the last century. has wit- 
nessed. 


& 
Most of the critical things in life, which become the 
oes points of human destiny, are little things.—R. 
MITH, 


_——eo—_—___—— 
Respiratory Diseases 
gan the upper ends of the respiratory and 
digestive systems communicate in a cloaca 
—the mouth; and since the eustachian tube 
is a corridor between the choana narium and 
the auditory apparatus, it is sometimes a bit 
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difficult to determine the anatomic point at 
which respiratory diseases begin, especially 
when several maladies which do not exert 
their chief effect upon the organs of respir- 
ation (such as anterior poliomyelitis), appear 
to enter the general system through the nose 
or throat. 

For all practical purposes, however, it is 
safe to include in this category all disorders 
of the nasal cavity and its accessory sinuses, 
and those occurring in the breathing appara- 
tus below the epiglottis, including the lungs 
and the pleura. 

As we go further down, other difficulties of 
diagnosis and nomenclature arise. Breathing 
(except in the type of vacuum-pressure ap- 
paratus colloquially known as “iron lungs”) 
would be quite impossible without the mus- 
cles that control the movements of the rib 
cage and the diaphragm, so these muscles 
might plausibly be included as respiratory 
organs. Moreover, the thoracic cavity con- 
tains other highly important structures be- 
sides the lungs and their covering membranes 
and air passages, and diseases of the heart, 
pericardium, great blood vessels, and medias- 
tinal lymph glands, as well as those of the 
thyroid and thymus glands, may produce 
symptoms which are frequently mistaken for 
those arising in the respiratory organs; and 
conversely, diseases which are properly class- 
ifiable as respiratory (such as diaphragmatic 
pleurisy) are often confused with acute ab- 
dominal disorders. 

The exanthems, especially measles, and 
certain allergic manifestations, frequently af- 
fect the organs of respiration predominantly; 
and disturbances of the chemistry and physics 
of the blood can, as shown by Le Blanc, pro- 
duce the pathologic changes which we recog- 
nize as pneumonia. If a liver abscess rup- 
tures into the pleura, it produces empyema, 
which is generally classified as a respiratory 
disease. 

One might go considerably further along 
this line, but enough has been said to dem- 
onstrate that the diagnosis of respiratory dis- 
eases offers problems which may tax the 
powers of the most astute and experienced 
physicians. Gorrell suggests that even a 
cough is by no means the simple and obvi- 
ous nosologic sign which it might appear to 
be on first thought. 

The colder months are now, or will soon 
be, upon us, and with them will come a de- 
cided increase in the incidence of respiratory 
disorders, resulting from the artificial condi- 
tions under which most of us are compelled 
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to live in the winter. It, therefore, behooves 
the wise physician to prepare himself, in ad- 
vance, to deal intelligently with the prob- 
lems which will soon be presented to him, 
and to that end we have here assémbled a 
rather remarkable group of articles along this 
line, which, if carefully studied, will give the 
reader much real help in his work, especially 
during the next six months. Any points 
which are not covered, about which any in- 
dividual may be more or less uncertain, 
should be looked up in the textbooks now, so 
that when the emergency arises it can be met 
with promptness and confidence. 

Those medical men who are highly success- 
ful in the management of respiratory dis- 
eases will speedily develop or firmly consol- 
idate large and lucrative practices. 


— de 


If we are ever in doubt what to do, it is a good 
rule to ask ourselves what we shall wish on the mor- 
row that we had done.—Avesury. 


Advertising 

HE ancient code of medical ethics has for- 

bidden the physician to advertise his skill 
in the public prints, and those who have 
transgressed against this law, no matter in 
how sincere or inoffensive a manner, are 
looked down upon by their more ethical 
confreres. Perhaps this is wise and best. 

But in other lines of human endeavor the 
information disseminated by means of paid 
advertising, by those who had some material 
thing or some service to sell, has added no 
mean quota to the sum total of human 
knowledge and efficiency. 

There are few institutions of pure learning 
which are sufficiently endowed to permit the 
intensive and practically unlimited investi- 
gations which are carried on and financed 
by certain great commercial institutions, as 
a matter of business expediency. The aca- 
demic researchers in our colleges have given 
us much information regarding new chem- 
icals and medicinal substances; but those 
who are studying in the laboratories of our 
great chemical and pharmaceutical manufac- 
turing concerns are giving us as much or 
more. ° 

When a man or a company has developed 
a new chemical, a new apparatus, a new 
procedure, or a new type of service, a trained 
man is employed to describe the new product 
in the simplest, most straightforward, and 
most attractive manner possible, and then 
many dollars are spent in broadcasting this 
valuable information to the class of people 
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who will be most deeply interested in it. 
The purpose may be selfish on the part of 
the advertiser, but the result, upon the 
reader of advertisements found in reputable 
and reliable magazines, is not only a very 
probable improvement in his economic 
status, but a considerable increase in his 
special knowledge. 

The man who, today, does not read the 
advertisements in any magazine he buys is 
cheating himself out of a considerable part 
of the dividends upon the investment he has 
made in buying the periodical. It is al- 
most certain that he will find matter of great 
interest in the advertising pages, and quite 
possibly their perusal may result to his 
financial advantage. 

All good magazines now scrutinize their 
advertising copy carefully, so that their 
readers may not be cheated nor misled. Most 
advertisements are written, by experts, so as 
to convey truth in an entertaining manner. 
They are intrinsically worth reading. 

Both advertisers and publishers are eager 
to have all readers take advantage of any 
offers which may be made in the advertising 
pages, so do not hesitate to ask for any of 
the offerings which you may need or want. 
Everybody concerned likes to have you state, 
in writing to advertisers, where it was that 
you saw their announcement. It takes but 
a few seconds to give this information and 
the seemingly small courtesy is highly ap- 
preciated. 

For your own sake, then, primarily, as 
well as for the benefit of advertisers, pub- 
lishers, and the world of business in general, 
read the advertisements in every magazine 
that comes into your hands (especially those 
dealing with your profession); write freely 
to any who offer you advice, service, or 
merchandise, and when you write be sure, 
for everybody’s happiness and success, to 
tell them when and where you “saw their 
ad in the paper.” 


-__ ——--@—- -—-—- 


The more extensive a man’s knowledge of what has 
been done, the greater will be his power of knowing 
what to do.—D1srakELl. 


Poliomyelitis 
Ca of poliomyelitis, of such an 


extent as to be practically classifiable as 
epidemics, have occurred in a number of 


places during the summer; and although the 
number of new cases generally diminishes as 
cold weather approaches, and almost reaches 
the vanishing point in the winter, the con- 
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ditions in Chicago, in September, were such 
that the opening of the schools was delayed 
on account of this disease. So it would ap- 
pear that physicians all over the country 
should still be on the alert and especially 
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of the disease (without paralysis) are more 
common than is generally believed. Horse 
serum, prepared after the Rosenow method, 
from a pleomorphic streptococcus, and ad- 
ministered intravenously or intramuscularly, 


should prepare them- 
selves to deal with the 
recrudescence of this 
malady which is almost 
certain to occur with 
the advent of warm 
weather next year, be- 
cause early diagnosis 
and prompt treatment 
are the essence of the 
intelligent management 
of these cases. 
Poliomyelitis is rare 
enough so that a good 
many physicians have 
never seen a recognized 
case, while many thou- 
sands have seen only 
only one or two cases. 
It would be well for 
every doctor to get down 
his books and study the 
early symptoms very 


NEXT MONTH 


Dr. Elias Lincoln Stern, of 
New York City, will explain, in 
detail, how various types of in- 
tractable pain can be relieved by 
subarachnoid injections of alco- 
hol along the spine. 


Dr. Israel Bram, of Philadel- 
phia, will make _ enlightening 
comments upon the true value of 
basal metabolic tests in exoph- 
thalmic goiter. 

Dr. J. Krevin Leir, of Jersey 
City, N.J., will discuss the treat- 
ment of arthritis with a rela- 
tively new drug. 


COMING SOON 
“Anterior Pituitary Extract in 
the Treatment of Allergy,” by C. 
S. Bucher, M.D., Champaign, Ill. 
“Mistakes in Diagnosis and 
Treatment,” by Ralph L. Gorrell, 

M.D., D.N.B., Clarion, Ia. 


has been recommended 
and is worth trying, if 
human serum is not 
available. This last is a 
concentrated and read- 
ily-available commer- 
cial product. 

The disease will prob- 
ably diminish within a 
month or two, and will 
not, in all probability, 
assume epidemic pro- 
portions next year, be- 
fore July (if it does so 
at all), and this advance 
suggestion will give 
foresighted physicians 
an opportunity to locate 
immune persons, so that 
a supply of their serum 
can be obtained prompt- 
ly; or to arrange for se- 
curing a_ supply of 


closely. An early diag- 

nosis (in the preparaly- 

tic stage), followed by 

active and intelligent treatment, can fre- 
quently save a sufferer from short or long, 
complete or partial paralysis. 

The first thing to do is to put every pa- 
tient suspected of having poliomyelitis to 
bed, and keep him there until it is certain 
that he is not suffering with this disease. 
This course, rigidly followed out, will obviate 
many cases of paralysis. 

It is the general belief, at present, that blood 
serum from human beings who have recov- 
ered from the disease, administered intra- 
spinally and intravenously, in adequate doses, 
is the most effective treatment. Pooled serum 
from supposedly normal adults has also given 
good results, probably because abortive forms 


pooled, adult human 

serum; or, at least to 

make sure that their 
pharmacists and hospitals have a stock of the 
Rosenow horse serum on hand. 

Moro, in Germany, declares that, since it 
is difficult to diagnose these cases in the 
preparalytic stage, all children under five 
years of age should, in the presence of an 
epidemic, be inoculated with 20 cc. of the 
blood of one of their parents, repeating the 
injection after four weeks. This simple 
prophylactic measure is -harmless and seems 
to be worthy of trial. 

Advance preparations of this sort may be 
the means of winning the gratitude of many 
persons and of building a reputation for 
judgment and vision which will prove ex- 
tremely valuable. 





The Indications for Bronchoscopy 
By Chevalier L. Jackson, A.B., M.D., M.Sc., F.A.C.S., Philadelphia, Pa. 


- considering the indications for broncho- 

scopy it is necessary to recognize the fact 
that the bronchoscope is simply a bronchial 
speculum. Like other scopes and specula, it 
is an aid in both diagnosis and treatment. 
The internist and pediatrician note certain 
symptoms and elicit certain signs which it re- 
mains for the bronchoscopist to explain by 
diagnostic bronchoscopy. The radiologist sees 
shadows that give a clue to the diagnosis, 
but require bronchoscopic confirmation. The 
thoracic surgeons of today have all come to 
realize that bronchoscopy is a vitally impor- 
tant part of the study and treatment of thor- 
acic disease, and they are all either doing it 
themselves or having close at hand someone 
well fitted to do it for them. The general 
practitioner should know about bronchoscopy 
and its cardinal indications. 

Among the indications for bronchoscopy, 
the most urgent is some evidence, by phys- 
ical signs or the roentgen rays, of bronchial 
obstruction. An area of obstructive atelec- 
tasis or obstructive emphysema, as shown 
by the characteristic physical signs or roent- 
gen phenomena, or simply a wheeze, sug- 
gests bronchial obstruction of some degree 
and calls urgently for diagnostic broncho- 
scopy. Cough, especially if productive, con- 
stitutes an indication for bronchoscopy; and 
hemoptysis, with sputum negative for acid- 
fast bacilli, renders the indication more im- 
perative. Dyspnea that is not laryngeal and 
not due to some disorder of blood chemistry 
calls for bronchoscopy. 


Foreign Body 

Originally bronchoscopy was developed for 
the removal of foreign bodies. Chevalier 
Jackson wrote the first textbook on peroral 
endoscopy in 1907, and in it he stated: “The 
brilliant work in the removal of foreign bodies 
has led to the impression that tracheobron- 
choscopy is useful for this only. The near 
future, however, will see the bronchoscope 
in frequent use for the diagnosis and treat- 
ment of disease conditions.” His prophecy 
has been justified, because now from 80 to 
90 percent of bronchoscopic work in our spe- 
cialized clinics is done for diagnosis or treat- 
ment of disease of other than foreign-body 
origin. 

Meanwhile, of course, the technic of bron- 
choscopic methods for the extraction of for- 
eign bodies has continued to be developed to 
such a point that few such obstructions now 
present a mechanical problem impossible of 
solution. “Costophrenic bronchoscopy,” un- 
der the guidance of the biplane fluoroscope, 
has made it possible to extract opaque for- 
eign bodies such as common pins from the 


most peripheral portions of the lung, and 
with the aid of various special forceps, al- 
most any object may be disimpacted and re- 
moved from the bronchus in which it is 
lodged. 


Tumors, Benign and Malignant 


It is logical that we mention, next after 
foreign bodies, another condition in which 
bronchial obstruction plays a very impor- 
tant réle, namely, bron- 
chial tumor. As we 
have learned through 
study of the phenom- 
ena produced by non- 
opaque foreign bodies 
such as peanuts, 
bronchial obstruction 
may give rise to ob- 
structive atelectasis, ob- 
structive emphysema, 
or simply a_ wheeze. 
These same phenomena 
are commonly produced 
by tumors, and in their 
presence our prospects for obtaining a def- 
inite diagnosis by bronchoscopy especially 
good. 

Obstructive emphysema is much less com- 
monly found in obstruction by tumors than 
in obstruction by a foreign body, possibly 
because the tumor cases are not studied in 
the stage of emphysema. This stage prob- 
ably quite often precedes the stage of atel- 
ectasis, in tumors as in foreign bodies. Ob- 
structive atelectasis has been present in a 
considerable majority of the cases of bron- 
chial tumor. In a number of cases a wheeze 
has been noted, and in several the wheeze 
has led to a diagnosis of asthma. 


When a benign tumor has been diagnosed 
by bronchoscopic biopsy, it may be treated 
by endoscopic methods, either by forceps or 
by bronchoscopic electrocoagulation. When a 
tumor is shown by biopsy to be malignant, 
radon seeds may be implanted, provided rad- 
ical surgery is not advised, or is refused by 
the patient. Quite often bronchoscopic as- 
piration of a complicating suppurative lesion 
is of definite palliative value. The broncho- 
scopist must be willing, in these cases, to do 
what he can in a palliative way, even though 
the ultimate prognosis be hopeless; on the 
other hand, he should do his part in seeing 
to it that suitable cases get to the thoracic 
surgeon promptly for lobectomy or pneumon- 
ectomy. The thoracic surgeons have made 
great progress in developing the technic of 
these radical procedures in recent years, and 
their mortality rate is steadily decreasing. 


Fig. 1: Endobron- 
chial view of a _ be- 
nign adenoma causing 
almost a complete ob- 
struction of the left 
main bronchus, with 
the production of ob- 
structive emphysema. 
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Fig. 2: 


As emphatically stated, by Overholt and 
others, the best operative results are obtained 
when patients are subjected to thorough pre- 
liminary study, including roentgenography 
and thoracoscopy, in addition to broncho- 
scopy. The bronchoscopic findings, with or 
without a positive biopsy, are of great aid 
in deciding whether or not operation is just- 
ifiable, as well as in deciding how extensive 
a resection will be required. 


Asthma 

The bronchoscopist should always treat 
asthma in consultation with the allergist, 
but every asthmatic patient, with few excep- 
tions, should have a “diagnostic” bronchoscopy. 
Whether or not subsequent bronchoscopies 
should be done for treatment will depend on 
the findings in the particular case. The pa- 
tients who have a moderate amount of viscid 
mucopurulent bronchial secretion generally 
benefit greatly by bronchoscopic aspiration, 
and it is surprising how long the beneficial 
effect of each aspiration may last. Broncho- 
scopic aspiration is prophylactic of attacks 
in some of these patients, and ‘relieves the 
chronic dyspnea in others, but is seldom of 
benefit during the attack. Autogenous vac- 
cines, prepared from bronchoscopically as- 
pirated specimens, are of value in some of 
the cases. 

Postoperative Atelectasis 

One of the most dramatic conditions the 
bronchoscopist is called upon to treat is post- 
operative “massive collapse” of the lung. Pa- 
tients with this condition are generally suf- 
fering acutely from air-hunger, and they may 
be cyanotic. Slipping a bronchoscope into 
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A Bronchoscopist and his Assistants performing a Bronchoscopy. 


the obstructed bronchus and aspirating a 
quantity of viscid bronchial secretions re- 
lieves these patients as if by magic, and while 
occasionally they require a second treatment, 
as a rule one is sufficient. 
Bronchitis 

Many patients come to the bronchoscopist 
because of chronic cough, and after physical 
examination of the chest and a roentgen- 
ray examination, both essentially negative, 
a bronchoscopy shows a chronic inflamma- 
tory reaction in the tracheobronchial mu- 
cosa, with some mucopurulent secretion. 
Bronchography is done the next day and 
bronchiectasis is excluded. The diagnosis is 
chronic bronchitis, and the treatment con- 
sists of occasional bronchoscopic aspiration, 
with or without local medication, the admin- 
istration of an autogenous vaccine prepared 
from a bronchoscopically aspirated specimen 
of secretions, and appropriate treatment of 
foci of infection in the nose and throat. Proper 
treatment of chronic bronchitis is probably 
prophylactic of bronchiectasis in some cases, 

Bronchiectasis 

In some cases of established bronchiectasis 
(“bronchiectatic septic tank”), bronchoscopic 
aspiration is of considerable palliative value, 
but offers no prospect of cure. In the earlier 
cases, where dilatation is not so marked and 
the chronic inflammatory changes are not 
so extensive, a relative cure may be obtained, 
but profusely productive cough is likely to 
return whenever the patient has an acute 
upper respiratory infection. In unilateral 
cases results are somewhat better than in 
bilateral cases, and if obstructing granulations 
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or some other obstruction can be found and 
removed, definite improvement may be pro- 
duced. As a preliminary to lobectomy, a 
series of bronchoscopic aspirations or lav- 
ages is of definite value. 

Pulmonary Abscess 

Every patient with pulmonary abscess 
should be treated by the internist, the thor- 
acic surgeon, and the bronchoscopist in con- 
sultation; with, of course, the invaluable aid 
of the roentgenologist. General medical care, 
including blood transfusions, intravenous in- 
jections of neoarsphenamine, etc., is funda- 
mental; postural and bronchoscopic drainage 
should be given according to indications, 
and if the patient does not show improvement 
within a reasonable time, resort should be 
had to external drainage. Conservative treat- 
ment should be continued, in the average 
case, for at least two or three months, but 
definite surgical indications may arise at any 
time, in which case they should be acted upon 
promptly. 

Diagnostic bronchoscopy has proved of 
great value in excluding foreign body, tu- 
mor, or bronchial stenosis, as well as in trac- 
ing the stream of pus to the particular branch 
bronchus from which it comes, and broncho- 
scopic treatment has been a curative measure 
in a goodly number of cases, turning the tide 
in patients who had been getting worse on 
simple medical care. 

Empyema 

It has been an axiom with bronchoscopists 
that “you cannot drain the pleura through 
a bronchoscope,” but even in empyema, diag- 
nostic bronchoscopy is indicated. In some 
cases a foreign body or a tumor will be 
found, and removal of such a bronchial ob- 
struction will hasten cure, even though sur- 
gical drainage has been required. This has 
been illustrated in a number of our cases. 
It is certain that bronchial obstruction of one 
kind or another is an etiologic factor in many 
cases of empyema, and persistence of the ob- 
struction renders cure by external drainage 
alone impossible. 

Tuberculosis 
The time has come when we do not hes- 
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itate to do bronchoscopies on tuberculous pa- 
tients, if there is any indication for broncho- 
scopy, such as signs of obstruction, provided 
the larynx is not involved. If the patient 
has a tuberculous laryngitis, however, the in- 
dication would have to be very urgent to 
justify passing a bronchoscope. 

Bronchial stenosis is fairly common in 
tuberculosis, as has been especially well 
shown by Eloesser, and in some cases, espe- 
cially those in which a main bronchus is the 
site of stenosis, and there is secondary sup- 
puration in the lung to which the stenosed 
bronchus leads, bronchoscopic dilatation and 
aspiration are indicated. 

On the other hand, it has been suggested 
by Adams and Vorwald that it might be ef- 
ficacious in some cases to occlude by broncho- 
scopic methods the bronchus leading to a 
tuberculous lobe, thus producing localized 
atelectasis by bronchial occlusion, and secur- 
ing the benefits of a selective collapse ther- 
apy. Experimental work has seemed to show 
some possibilities in this method, but clinical 
trial has thus far been limited. It should also 
be mentioned, in connection with bronchoscopy 
in tuberculosis, that diagnostic bronchoscopy 
may render possible the securing of a speci- 
men of bronchial secretions or tissue from the 
bronchus of the diseased lobe which will show 
tubercle bacilli and confirm the diagnosis, 
where repeated sputum examinations have 
been negative. 

In conclusion, it may be said that broncho- 
scopy is indicated in practically every disease 
or disorder affecting the tracheobronchial 
tree, either for diagnosis or for treatment, or 
both, though it is not indicated in every case. 
Unfortunately the indications are still not so 
widely recognized as they should be, and not 
enough bronchoscopy is being done. The time 
is at hand, however, when every good gen- 
eral hospital and sanatorium will have, in the 
first place, the equipment necessary for bron- 
choscopy, and in the second place, a member 
of the staff trained to do the work in an ef- 
ficient, safe, and satisfactory way. 

3432 N. Broad St. 


UNDERSTANDING 
The ability to know is what raises people above the commonplace. 


Knowing the reason for things may be called understanding. 


It is the 


secret of youth in old age, and it must surely be the source of happiness, 
for where can happiness rise except in the recesses of one’s own mind? 
—HELEN Witts Moopy, in Scribners Mag. 





The Conservative Treatment of 
Acute Frontal Sinusitis 


By F. A. Wier, M.D., Racine, Wis. 


T= frontal sinus is a recess, cavity, or hol- 
low space, in the lower border of the frontal 
bone beneath the superciliary ridge, which 
communicates through the infundibulum (“a 
funnel-shaped canal’) with the nasal fossa 
or the nasal drainage canal. There is also 
drainage from the anterior ethmoidal cells 
through the hiatus semilunaris, in the ex- 
ternal wall of the middle meatus of the nasal 
fossa. 

The orifice of the frontonasal duct is on 
the lateral wall of the nose, directly under 
the anterior one-fourth of the middle tur- 
binate. In other words, this whole structure 
is a drainage canal and must be kept open 
and free from obstructions, such as polypi, 
hypertrophied middle turbinates, and deflec- 
tions of the nasal septum. The frontal sinus 
is very favorably placed for gravity drain- 
age, if there are no obstructions. It should 
be easy to understand why any obstruction 
to this drainage canal is bound to cause 
trouble, especially frontal sinusitis and frontal 
sinus headaches. 


Frontal Sinusitis 

In acute cases of frontal sinusitis there is 
a very recent history of a severe cold, or in- 
fluenza. 

Symptoms: There is fever, redness and 
swelling over the sinus, and edema of the 
eye; pressure over the supra-orbital notch 
elicits severe pain. There is a severe brow 
headache in the morning, which may get 
better late in the day, due to some relief of 
nasal congestion, with improved drainage 
from the engorged and obstructed sinus. 

The diagnosis is easy from the clinical 
symptoms. A simple method of diagnosing 
this condition is by transillumination with 
a small flash light pressed under the edge 
of the eyebrow in a dark room. A normal 
sinus will light up in all directions, while a 
sinus full of pus or a tumor will be very 
dull and cloudy. The opposite side should 
also be transilluminated for comparison. 

In acute frontal sinusitis no operation 
should be attempted until a good roentgeno- 
gram has been made, so that one may know 
if the patient actually has a frontal sinus, 
where it is, and how large. Occasionally a 
sinus will be found no larger than a navy 
bean. Obviously, an attempt to operate on 
this, either externally or intranasally, with- 
out an x-ray study, would be disastrous. 
One would be more likely to get into the 
brain than the sinus—and this has been done! 

In most cases, no matter what the size of 
the sinus, if a roentgenogram shows a direct 
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and unobstructed connection between the 
sinus and the infundibulum, the simple 
operation of removing the middle turbinate 
and ethmoid cells will cure the trouble. 
Make no attempt to curette the sinus. 
Frantic attempts to curette the sinus, 
especially by a man with a strong arm and 
no knowledge of anatomy, are the cause of 
most of the accidents in a frontal sinus 
operation. After all, it is not necessary to 
curette. All one needs is drainage, and the 


safe and sane operation I have suggested will 
accomplish it. 


Anything that may interfere with the nor- 
mal course of this drainage canal—like a blow 
on the side of the nose—may completely 
change the course of the canal, so that the 
secretions, tears, mucus, and sometimes pus, 
may drain down into the vault of the 
pharynx. Patients complain that they are 
unable to blow anything out of the nose, but 
there is a constant dripping into the throat. 
During the day they cough up large amounts 
of secretion; at night, they swallow it un- 
consciously. The gastric juices may be able 
to digest this material, or the pus may find 
some break in the tissues, from which it may 
be absorbed into the circulation and infect 
some other part of the body, like the gall- 
bladder, kidneys, joints, nervous system, or 
even the eyes. Then we have a focal infec- 
tion, which usually costs the patient his 
teeth and tonsils before a diagnosis is made. 

In mild frontal sinus infections, with head- 
ache, patients claim that they catch cold 
easily on one side only, but that, by using 
their favorite “cold” remedy, it lasts only a 
day or two. The fact is that they have no 
cold at all. What happens is that the middle 
turbinate is large and lies tightly compressed 
to the lateral wall. These erectile bodies are 
highly sensitive to atmospheric changes, err- 
ors in diet, alcohol, and possibly other al- 
lergic conditions. In any case they swell on 
the slightest provocation and close the orifice 
of the frontonasal duct by pressure, and any 
method that will relieve this pressure will re- 
lease the secretions and cure the headache. A 
thorough shrinking of the middle turbinate 
will sometimes relieve the headache in twenty 
minutes. But the simple operation of re- 
fracting the turbinate away from the lateral 
wall is a specific for this condition. In the 
more severe recurrent headaches, where the 
middle turbinate is very large and also 
presses on the septum and the anterior nasal 


nerve, a complete turbinectomy will cure the 
headache. 
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Case Histories 

The following case histories will show what 
can be done with conservative treatment. 

Case 1.—Miss Grace M., age 18, had had 
acute left frontal sinusitis and severe head- 
ache for the preceding two weeks. Her upper 
eyelid was red and swollen shut, and there 
was redness and swelling over the eyebrow. 
The sinus had opened spontaneously through 
the supra-orbital notch, and pus was escap- 
ing. Intranasal examination showed the left 
nostril filled with polypi; the middle turbin- 
ate was large and boggy and seemed to be 
filled with pus. 


Operation: Under cocaine and Adrenalin 
(epinephrin) anesthesia, the polypi, middle 
turbinate, and ethmoid cells were removed. 
All were necrotic. The opening in the supra- 
orbital notch was enlarged and the edges 
curetted. The sinus was kept open for irri- 
gation purposes. A 1:2000 solution of cyanide 
of mercury, injected with a small cannula and 
hypodermic syringe, readily escaped from the 
nostril. The nose was irrigated with a boric 
acid solution, with a Nichols nasal syphon, 
the stream being directed into the opposite 
nostril, which thoroughly cleansed the dis- 
eased nostril and also exerted suction on the 
sinus. This treatment was repeated every day 
for three weeks, at which time resolution was 
complete. 

Case 2.—Arthur A., age 45, gave a history 
of right frontal headache for years. He re- 
cently contracted a severe cold, and a few 
days later developed a terrific pain over the 
frontal region. The upper lid and brow be- 
came red and swollen. Pressure with the 
finger over the supra-orbital notch caused a 
sharp pain. Nasal examination showed a very 
large middle turbinate wedged tightly be- 
tween the lateral wall and the septum. He 
said he always had difficulty in breathing 
through the right nostril. 

Operation: The middle turbinate was re- 
moved at once. As there were no polypi 
nor apparent disease of the ethmoid cells, they 
were not disturbed. The headache stopped 
in twenty-four hours, and there was a pro- 
fuse discharge of pus from the sinus. The 
nostril was irrigated every day with boric 
acid solution, with a Nichols nasal syphon, 
the stream being directed into the opposite 
nostril. Result: A complete cure in ten days; 
and the patient has not had a headache since. 

Case 3:—Leslie N., age 22, while convalesc- 
ing from influenza, was awakened early one 
morning with a severe pain over his right 
eye. His family physician was called, and 
found his temperature 103° F. He was given 
headache tablets and told that he had a re- 
lapse of the “flu.” The next morning his up- 
per eyelid was swollen, and the pain was 
more severe. Transillumination showed a 
well-outlined but cloudy sinus, as compared 
with the opposite side. Intranasally, the mid- 
dle turbinate was large, red, and swollen 
tight against the lateral wall. The septum 
was straight, and a probe could be pushed up 
and down between the turbinate and the 
septum. It was difficult to force a probe be- 
tween the turbinate and the lateral wall. I 
deemed it unnecessary to remove the turbin- 
ate, as all that appeared to be needed was 
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to relieve the pressure over the frontonasal 
orifice. 

Operation:—I forced a Ballenger blunt sub- 
mucous elevator between the turbinate and 
the lateral wall until the bone cracked at its 
superior attachment. Then, with forceps, it 
was forcibly fractured right and left, after 
which it hung loose in the canal and could 
easily be pushed to the left. I held it tight 
against the septum with a retractor; then, 
with forceps, I forced a piece of Good’s in- 
tranasal tampon, 30 mm. long and 5 mm. 
wide, between the superior attachment of the 
turbinate and lateral wall. These strips are 
only 2 mm. thick, but when they are mois- 
tened with a drop of water, they swell to 8 
or 10 mm. thick. This pack held the turbin- 
ate away from the lateral wall, pus from the 
sinus began to discharge at once, and the 
headache stopped in twenty-four hours. 

The nose was irrigated, as above described, 
and the pack was changed every day for ten 
days. At this time the turbinate was hang- 
ing in a new position, well away from the 
lateral wall; the swelling was reduced; and 
there was no discharge. The patient was 
cured by a slight operation. 

Case 4—A recent case is instructive in 
showing what can be done with ultra-con- 
servative treatment. 


Jerome Y., age 26, gave a history of severe 
cold and excruciating pain over the right eye 
for the past three days. Transillumination 
showed the right frontal sinus very dull and 
cloudy, while the left side showed a large 
frontal sinus which illuminated beautifully. 
Intranasal examination showed that the right 
nostril was swollen shut all the way. After 
shrinking the lower and middle turbinates 
with a mixture of cocaine and Suprarenin 
(epinephrin) in a 3-percent ephedrine solu- 
tion, applied on thin strips of cotton and 
packed over the turbinates and lateral wall 
from roof to floor, examination showed a 
large middle turbinate, hanging fairly straight 
down, but packed tightly between the sep- 
tum and the lateral wall, and no doubt 
completely closing the frontonasal ostium. 
Diagnosis was easy—acute frontal sinusitis— 
but to decide whether to operate or not to 
operate was not so easy. Due to the fact that 
the turbinate was hanging fairly straight and 
not pressing any more on the lateral wall 
than on the septum, I decided to try inten- 
sive shrinking to obtain drainage. To relieve 
his pain, I gave him a hypodermic injection 
of 12 grain (32 mg.) of. morphine sulphate. 

The nasal mucous membrane will absorb 
medicine very rapidly, so I packed the mid- 
dle turbinate every twenty minutes for one 
hour with thin strips of cotton moistened 
(not sloppy) with the above mixture. At this 
time he blew a large quantity of pus out of 
his nose. This was followed by the usual 
irrigation and suction. The patient said his 
headache was relieved to a considerable ex- 
tent, probably from both the morphine and 
the drainage. He was given a spray, to use 
at home, containing: 

R—Tablet suprarenin, 1/65 grain—1l mg. 
Aquae ephedrine, 3% sol., 44 oz. 
M. et Sig: Spray nostril, while lying on 
the back, every twenty minutes. 
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He returned at 7 p.m. and said his headache 
had stopped at 5 p.m. (the first treatment was 
at 2 p.m.). He was blowing large quantities of 
pus out of the nostril. The nostril was packed 
for another hour, the same as before. 

The next morning he had a slight headache 
which was relieved after another pack. This 
treatment was continued for seven days, 
when he was discharged. This case proves 
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that drainage is all that is needed in the 
average case of acute frontal sinusitis, no 
matter what method is used to secure it. 

In the good old days of radical surgery, this 
man, no doubt, would have been subjected to 
an external, mutilating frontal sinus oper- 
ation. 

313 6th Street. 


The Treatment of Pneumoconiosis 
By N. S. Davis, Ill, A.B., M.D., F.A.C.P., Chicago, Ill. 


PREUMOCONIOSSS is a fibrosis of the lung 
due to prolonged exposure to and inhala- 
tion of inorganic dust. It is an industrial 
disease occurring among hardrock miners, 
sand-blasters, stone-cutters, lens-grinders, 
and among those others whose occupations 
expose them to inorganic dusts. 

Chief of the inorganic dusts as causes of 
disability are those containing silica. It was 
originally claimed that “free” silica, in the 
form of quartz, alone was capable of pro- 
ducing such fibrosis, but more recently as- 
bestos (a silicate of magnesium) has been 
found to cause a pulmonary fibrosis that is 
diffuse and not nodular, as is that due to 
“free” silica. W. R. Jones (J. Chem. Metal- 
lurg. & Mining Soc. of South Africa, 34:1-51, 
Sept.-Oct., 1933) found a fibrous silicate of 
aluminum and potassium called sericite in 
association with the quartz where pneumo- 
coniosis was found, and that there was no 
such tissue changes in its absence. More 
recent work in this country indicates, how- 
ever, that silicosis can be detected in those 
handling pure quartz. 

Anthracosis, siderosis, lithosis or chali- 
cosis, “miners’ phthisis,” “miners’ consump- 
tion,’ “miners’ asthma,” “masons’ phthisis,” 
“potters’ asthma,” etc., are terms that are 
either incorrectly used to describe pneumo- 
coniosis due to silica, or relics of the time 
when pneumoconiosis was not clearly de- 
fined. Inhalation of coal, iron, aluminum, 
and other inorganic dusts does not cause 
the fibrosis that results from inhalation of 
silica. They, like other minute foreign 
bodies, are carried to the bronchial lymph 
nodes and cause little if any damage to the 
lung. Their inhalation does not seem to be 
associated with a high incidence of tuber- 
culosis; in fact, there is some evidence that 
inhalation of pure carbon or coal dust may 
result in a lowered incidence of that dis- 
ease. However, silica-containing dusts are 
often met with in the mining of coal, iron, 
and other inorganic matter, so that workers 
in such mines develop a pneumoconiosis that 
is really due to the silica, though it may be 
altered somewhat by the presence of the 
other inorganic dusts. 


Pneumoconiosis is, as a rule, a very chronic 
condition. It may be a cause of disabling ill- 
ness, especially if complicated by tuber- 
culosis, after only three to five years of ex- 
posure to dusts of high concentration, but 
more commonly does not cause disability 
until after twenty to twenty-five years of 
exposure. This chronicity of the disease, to- 
gether with the type of lesions found in the 
lungs (“Inhaled Silica and Its Effect on 
Normal and Tuberculous Lungs”; LeRoy U. 
Gardner, J.A.M.A., 103: 743-748, 9:8, 1934), 
makes effective treatment very difficult. 


Prevention 

The most important factor in the treatment 
of this disease is its prevention. In this the 
sanitary engineer must be the closest ally 
of the industrial physician. Together they 
must devise ways and means for reducing 
the exposure to dust so that pneumoconiosis 
will not arise. No workers in the dusty trades 
have been found to have significant pul- 
monary fibrosis when the exposure was to 
less than five million particles of dust per 
cubic foot of air. Exposures to less than 
twenty million particles of dust per cubic 
foot of air are considered relatively safe. This 
reduction in dust concentration can be ac- 
complished by isolating the dust-generating 
process to a confined space, so that only those 
actually doing the work are exposed. Then 
the concentration of the dust to which these 
men are exposed can be reduced by wetting 
the dust at its source and by the use of 
exhaust ventilation to remove the dust be- 
fore it can be inhaled. The use of the ex- 
haust ventilation has the widest application 
of all methods and is most effective if the 
equipment is properly designed to fit each 
problem and is adequately maintained. The 
use of respirators is not so effective as ex- 
haust ventilation. They are not liked by 
the workers. Wherever possible, non-dust- 
producing methods should be substituted. 
At times harmless. substances, such as car- 
borundum, may be substituted in place of the 
silica-containing abrasives. 

The methods outlined above really all be- 
long to the engineer, but the industrial phy- 
sician also has an important part to play, for 
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silicosis specifically predisposes to infection 
with the tubercle bacillus, though the mech- 
anism of this action has not been determined. 

In 1930, Sir William Bragg described the 
probable molecular arrangement of freshly 
fractured quartz, and P. Heffernan suggested 
that acute silicosis might be due to the un- 
saturated oxygen atoms present. Sir Fred- 
erick Banting and his co-workers suggested 
that “if the unsaturated oxygen atoms could 
be satisfied with nascent hydrogen, it might 
diminish the toxicity of silica in tissue and 
change a fibrosis response into a simple for- 
eign body reaction.” As a result of experi- 
mental work, in vitro and with rabbits, they 
conclude that (1) the addition of small quan- 
tities of metallic aluminum dust almost com- 
pletely inhibits the solubility of siliceous ma- 
terials in a laboratory beaker; (2) rabbits 
dusted with quartz té which less than one 
percent of metallic aluminum dust had been 
added showed practically no fibrosis, while 
control rabbits, dusted with quartz alone, 
showed well-developed silicosis. (Canadian 
Med. J., July, 1937). 

This work, if confirmed and if applicable 
in the dusty trades, should prove of great 
value. It must be proved experimentally that 
this method removes the specific predisposi- 
tion to infection with the tubercle bacillus. 
As Gardner believes that this predisposition 
is due to an alteration of the soil, rather than 
to changes in the infecting organism, it would 
seem that rendering the silica inert by satis- 
fying the unsaturated oxygen with nascent 
hydrogen, would eliminate this factor. Fur- 
thermore, such a change in the silica would 
prevent its causing any changes in the in- 
fecting organism. 

At least 75 percent of those who develop 
silicosis die of tuberculosis, which may ap- 
pear at any stage of the disease. This com- 
bination of tuberculosis and silicosis is, how- 
ever, not merely a superimposing of one 
pathologic process upon another, but a new 
condition (L. U. Gardner, in Am. Rev. of 
Tuberculosis, 29:1, Jan., 1934). The silicosis 
seems to alter the tissue making it more 
susceptible to infection by the B. tuberculosis. 
The resulting condition differs from that 
found in pure silicosis or in tuberculosis with- 
out silicosis. Furthermore, tuberculosis with 
silicosis is apt to progress more rapidly, has 
a higher mortality, and is more often found 
in older individuals than is the uncomplicated 
phthisis. The infection may be due to the 
lighting up of an old, quiescent tuberculous 
process or, more commonly, to a new air- 
borne infection. 

The prevention of the silicosis may be 
chiefly the duty of the sanitary engineer; but 
the prevention of the tuberculosis is chiefly 
the duty of the physician. All persons en- 
gaged in dusty trades, in which silica is a 
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component of the dust, should be most care- 
fully examined, clinically and roentgenologic- 
ally, for the presence of active or quiescent 
tuberculosis. Those having active tubercu- 
losis should not be employed at such work, 
because the inhalation of silica would ag- 
gravate their tuberculosis and because they 
might spread the disease to some who al- 
ready had silicosis. Individuals who are 
found to have a history or scars of recent 
tuberculosis should be eliminated from such 
trades, as the inhalation of silica may activate 
their tuberculosis. Because of the specific 
predisposition to tuberculosis possessed by 
those affected with silicosis, regardless of 
their age, no one continually exposed to an 
open case of tuberculosis (that is, no one 
living in the same house or apartment with 
an open case of tuberculosis) should be sub- 
jected to inhalations of silica-containing 
dusts. Employees of restaurants in which 
those having silicosis eat regularly should, in 
addition to the members of their families and 
those with whom they live, be examined for 
tuberculosis. Open cases should be removed, 
so as to eliminate them as possible sources 
of infection. 

This isolation of those with silicosis from 
those with active tuberculosis is one of the 
most important preventive measures before 
the medical profession. It is complicated by 
the fact that, in those communities in which 
many of the workers are engaged in a trade 
in which there is exposure to silica dust, the 
incidence of tuberculosis is already high. 
Furthermore, the economic conditions in such 
communities may be such that, without the 
help of the employer (often a non-resident) 
or the State, an adequate tuberculosis survey 
of the whole community, in addition to a 
silicosis survey of those exposed to the dust, 
can not be made. Moreover these communi- 
ties may not be able to support the sana- 
toriums needed for the proper care of the 
open cases of tuberculosis, with or without 
silicosis. 

Do not send to a tuberculosis hospital or 
sanatorium an individual who has silicosis 
without tuberculosis, for in such an institu- 
tion he is almost certain to become infected. 

The treatment of the silicosis with tuber- 
culosis is the same as that for tuberculosis 
alone. The combination is, however, a more 
grave disease and usually runs a rather rapid 
course. Treatment is much less effective than 
in the uncomplicated cases of tuberculosis. 
Certain types of therapy, such as pneumo- 
thorax, are contraindicated, because the tu- 
berculous infection is usually bilateral and 
because of the extensive fibrosis present in 
both lungs. 

In the simple, uncomplicated case of pneu- 
moconiosis, due to inhalation of silica-con- 
taining dust, there is little disablity until late 
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in the disease. However, as soon as a diag- 
nosis of silicosis is made, the exposure to 
silica dust should be stopped. Even so, 
symptoms may develop years later. At any 
stage of the disease, nothing can be done to 
remove its cause from the system or arrest 
its progress. Treatment is, therefore, symp- 
tomatic. It must be directed at the asso- 
ciated bronchitis, bronchiectasis, fibrosis, and 
heart failure. The prevention of acute res- 
piratory tract infections is especially impor- 
tant in those with silicosis as, next to tuber- 
culosis, the most common cause of death is 
pneumonia. Chronic respiratory tract infec- 
tion, sinusitis, tonsillitis, etc., must also be 
eliminated in so far as possible, as these con- 
ditions are frequently the cause of chronic 
bronchitis and bronchiectasis. 

As there is, in advanced cases of silicosis, 
an extensive pulmonary fibrosis and, because 
the lymphatics accompany the blood vessels, 
a pulmonary arteriosclerosis, and as such in- 
dividuals are old enough to have more or 
less arteriosclerosis of the coronary arteries, 
with resulting cardiac impairment, symptoms 
of heart failure may be the first ones noted 
by the patient. However, the breathlessness 
which is so often the first complaint may, in 
part at least, be due to insufficient oxygena- 
tion of the blood in the fibrosed lung. The 
treatment in these cases should be directed 
at the heart, and should be similar to that 
used in arteriosclerotic heart disease with 
emphysema of the lungs. Every effort should 
be made to keep the erythrocytes and hemo- 
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globin normal, as an associated secondary 
anemia would aggravate the symptoms. 
Summary 

To summarize, in the treatment of pneu- 
moconiosis: (1) prevention of exposure to 
silica-containing dusts in concentrations of 
more than 20,000,000 particles of dust per 
cubic foot of air is of utmost importance; 
(2) prevention of tuberculosis ranks next; 
(3) then prevention or active treatment of 
acute and chronic upper respiratory infec- 
tions; and last (4) symptomatic treatment of 
the associated or secondary pathoses. Little 
can be accomplished by active curative 
therapy; much by preventive. The indus- 
tries involved are making every practicable 
effort to reduce or eliminate the dust hazard. 

So little is known about the successful pre- 
vention and treatment of the acute and 
chronic (nontuberculous) infections of the 
upper respiratory tract that little can now 
be accomplished in this field. Is all that 
might be done being done to eliminate ex- 
posure to tuberculosis? Should the surveys 
now made of the employees in plants in 
which they are exposed to dusts containing 
silica be extended to eliminate all open tuber- 
culosis contacts? 

The symptomatic treatment of other asso- 
ciated or secondary pathologic conditions is 
not so effective as one might wish, but yet 
it will enable the individual to carry on as 
well as do many of those, but little older, 
who have no pneumoconiosis. 

700 No. Michigan Ave, 
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HAPPINESS AND PERSONALITY 

As our personality expands, our happiness also expands. Personality 
consists of how we feel as a result. Emerson said: “Happiness is a perfume 
you cannot pour on others without getting a few drops on yourself.” Hap- 
piness is no more elusive or intangible than is personality. It is not a gift, 
or an accident; it is something we create. 

The things we do must be such as to help and please others, even 
though we have to sacrifice our own desires in the act! Moreover, these ef- 
forts cannot be made on a cash-register basis. Only as we use our ingenuity 
and energies to give happiness to others regardless of reward, may we 
achieve happiness ourselves. 

Many of us are afraid to venture any unusual attention to people in 
fear of being misunderstood. Indeed, it is amazing how many reasons we 
can give to justify our habits of behavior. The secret of a growing person- 
ality and happiness is the determination to form new habits and to embark 
on new adventures. 

If we are not interested in all kinds of people, then our interest in the 
few we choose is likely to be less effective. 

Friendship and understanding in the family depend on personal sacri- 
fices and special attentions, just as they do everywhere else-——Henry C. 
Link, Ph.D., in Reader’s Dig., June, 1937. 





Surgery in Respiratory Diseases* 


Part I: Nontuberculous Lesions? 


By Lane Bruce Kline, M.D., F.A.C.S., Newington, Connecticut 


URGERY of the chest is not new, but there 

is much that is new in surgery of the chest 
and rapid strides in its further development 
continue. Thoracic surgery is at its best and 
promises most for the patient, in those centers 
where team work by the surgeon, internist, 
roentgenologist, laryngologist, pathologist, and 
anesthetist is available. 

However, this happy alignment is not al- 
ways possible, and the burden often falls upon 
the lone surgeon, with what assistance he 
can gather. There is much that he can do 
and much that he should do. His prompt ac- 
tion, judgment, and alertness may prevent 
the necessity for the future convergence of 
the above-named talent in a given case. The 
condition of the patient, the problem of trans- 
portation, and the element of time may dic- 
tate action here and now. An astute surgeon, 
at the bedside, is of greater value than a bat- 
tery of talent a hundred miles away. 

There are problems and situations arising 
out of surgical conditions of the chest against 
which the surgeon in every-day practice must 
fortify himself by studious preparation. He 
has to weigh for himself what he can or 
cannot do further for the patient, should the 
time arrive for a lobectomy or a thoraco- 
plasty. In the interest of the patient and of 
sound practice, it becomes incumbent upon 
him to advise the avenues of relief, in order 
that the patient may have the opportunity to 
choose before hopeless invalidism and chroni- 
city become his lot. 

Because of clinical implications, this dis- 
cussion of surgery in respiratory diseases will 
briefly consider those lesions that are non- 
tuberculous and those that are tuberculous 
in separate catagories, keeping in mind, how- 
ever, that in practice, one is very often found 
to be the complication of the other. When- 
ever tuberculosis is present it beomes the 
major disability and alters or modifies the 
methods of treatment and the prognosis. Neo- 
plasms will not be discussed. 

The nontuberculous lesions commonly en- 
countered in practice and requiring surgical 
intervention are the following: Pleurisy with 
effusion; acute empyema; chronic empyema; 
pulmonary abscess; bronchiectasis; and atel- 
ectasis. 


*Published with the permission of the medical direc 
tor, Veterans’ Administration, who assumes no re 
sponsibility for the opinions expressed or the con 
clusions drawn by the writer. 


TtThis is the first part of a two-part article. The 
second part, dealing with tuberculous lesions, will ap 
pear soon. 


Pleurisy with Effusion 

It is rare, in the discussion of pulmonary 
disease, that it is possible to go very far 
without reference to tuberculosis, so here it 
must be said that pleurisy with effusion is 
most often associated with that disease. 
Otherwise it complicates pneumonia, influ- 
enza, typhoid, and occasionally follows ex- 
posure to cold. 

Ordinarily a simple pleural effusion is left 
undisturbed and treated medically. Thora- 
centesis may be done for diagnostic purposes, 
not merely to demonstrate the presence of 
fluid, as this may be learned in other ways, 
but rather to secure a specimen to determine 
its nature and, when present, the organism. 
Surgeons should always be on the alert for 
Streptococcus hemolyticus. Bloody fluid sug- 
gests a neoplasm; sterile fluid, tuberculosis. 

Sometimes a simple aspiration appears to 
promote absorption of the fluid. Aspiration 
is indicated when the amount of fluid em- 
barrasses respiration and cardiac action. Only 
enough fluid (1,000 to 1,500 cc.) is removed 
to relieve symptoms, and this amount is re- 
moved slowly and replaced by 50 percent 
of the volume of air when the large quantity 
is removed, and an equal volume if a few 
hundred cc. are removed. Sudden release of 
pulmonary tension may be fatal; lung tissue 
may tear or hemorrhage result. The presence 
of air is said to promote absorption of fluid, 
as do an increase of the respiratory rate and 
the presence of acute inflammation of the 
pleura. 

Pain, in the socalled dry pleurisy, may be 
treated by the application of a belt of ad- 
hesive tape completely about the base of the 
chest, applied during deep expiration, weath- 
erboard fashion, from the costal border to the 
6th rib. This inhibits costal motion, allays 
pain, and increases diaphragmatic excursions. 
A belt of canvas, with appropriate buckled 
straps, made after the fashion of the Sam 
Browne belt, is less irritating. This belt is 
also of use in fractures of the rib. 

In thoracentesis, the 7th or 8th intercostal 
space is preferable and the operation per- 
formed with as little disturbance to the pa- 
tient as possible. It is not necessary to turn 
him completely over in order to go in pos- 
teriorly, nor is it necessary to have him sit 
up, as sudden change of posture may cause 
collapse of the patient. Use a small-caliber 
(18 to 20 gage), short needle and enter the 
pleural space slowly, with a little negative 
pressure in the barrel of the aspirating 
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syringe. Pass the needle across the upper 
border of the rib. 

It is better to enter at several places than 
to plunge the needle in deeply or to direct 
it from side to side. These maneuvers 
scratch, lacerate, or penetrate the visceral 
pleura and lung. Such trauma spreads in- 
fection and may convert a simple effusion into 
an empyema. The procedure must be done 
under strict asepsis and with the skin duly 
anesthetized. I have seen teachers, demon- 
strating to classes from the rostrum, trium- 
phantly exhibit fluid from the chest of a 
standing patient—a method, mentioned only 
for the purpose of condemnation, faulty both 
as to surgical technic and pedagogy. A very 
good method is to use a syringe fitted with 
a three-way valve, such as is used in trans- 
fusion. In this manner a measured quantity 
of fluid may be removed and replaced by a 
known quantity of air, if so desired. 


Empyema 

The transition from serofibrinous pleurisy 
to empyema is often short and ill-defined, 
and frequently accompanies or shortly fol- 
lows pneumonia, particularly in children. 

Empyema, while usually unilateral, may be 
bilateral. During the influenza epidemic of 
the World War period, many cases of bilat- 
eral empyema were seen in soldiers, in 
which case a_ streptococcus was usually 
found. The process was very rapid and the 
pleural fluid thin and flocculent. 

Empyema may result from pulmonary ab- 
scess—the socalled carbuncle of the lung. 
The lesion may partially or completely fill the 
pleural space. It may be single or multi- 
locular, and it may be diaphragmatic or inter- 
lobar. If it communicates with a bronchus, 
air is present and there is a fluid level. Pres- 
sure symptoms are dyspnea, cyanosis, and 
tachycardia, and the x-ray picture will show 
the mediastinum pushed toward the sound 
side and the diaphragm depressed. 

The aspirated fluid may range in character 
from slight turbidity to pus so thick that a 
small-caliber needle may not deliver it. The 
thin, watery empyema of streptococcus in- 
fection is the most devastating. When in 
doubt as to the presence of empyema, bac- 
teriologic studies will decide. 

The presence of purulent fluid in the 
pleural cavity demands prompt surgical 
drainage, as the infectious material is highly 
destructive and irritating to tissues and toxic 
to the host. Fibrin organizes into bands that 
partition the pleural space into pockets, ren- 
dering drainage difficult and inadequate, and 
infection burrows deep into the tissues, con- 
tributing to chronicity. The manner in which 
drainage is performed is important. When 
intrathoracic pressure is approaching the 
limit of tolerance, a hypodermic needle may 
be used, in an emergency, to relieve tension. 
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In the presence of great prostration or 
active pneumonia, and when the fluid is thin 
and watery, simple aspirations may suffice, 
especially in children. However, it should 
be emphasized that aspirations should not be 
pushed too far nor persisted in too long, as 
the optimum time for closed drainage may 
pass and chronicity and spread, with their 
undesirable consequences, may develop. 

An intercostal catheter drain is simple, and 
for a time very effective. This is accom- 
plished by first cleansing and anesthetizing 
the skin over the site selected. A fine, sharp- 
pointed bistoury makes a stab skin incision, 
and through this a trocar and cannula, of 
sufficient size to hold an 18 or 20 F. catheter 
snugly, is passed into the pleural space. The 
trocar is withdrawn and a double-eye ca- 
theter of appropriate size is passed through 
the cannula and continued a sufficient dis- 
tance to just reach the lower pleural level. 
The cannula is then removed, leaving the 
catheter as a closed drain. To prevent air 
entering the pleural space before attachments 
are completed, it is good practice to tie a 
rubber finger cot or a finger from a glove 
to the free end of the catheter before its in- 
sertion into the cannula. A slit is cut into 
the finger tip, which will permit outward 
flow of drainage but will collapse against an 
in-flow. A thin pad of sterile gauze is placed 
about the catheter, snug against the skin, and 
held firmly by adhesive strips, which also 
anchor the catheter. Do not suture the ca- 
theter, as this breaks the closed drainage. 
The catheter may be connected to a rubber 
tube whose distal end is placed in the bottom 
of a glass jug or bucket, half filled with anti- 
septic solution and suspended below the bed 
rail. This offers a minimum of trauma and 
insures slow but continuous drainage. Active 
suction is not desirable in acute empyema as 
there is danger of pulmonary rupture, pro- 
duction of bronchial fistula, hemorrhage, and 
too-rapid expansion of the diseased lung. 


As the fluid is thus slowly removed, the 
compressed and diseased lung is able to ex- 
pand gradually as it recovers function. It 
is important to inspect the drainage flow fre- 
quently, as plugs of fibrin are apt to obstruct 
the catheter. A continuously maintained 
drain is the most effective means of healing. 
It may be, and often is, necessary to irrigate 
the pleural space lightly with a warm, non- 
irritating antiseptic solution, such as physi- 
ologic saline, Dakin’s solution, or one of the 
dyes. This dissolves and dilutes exudate, 
clears the catheter, and promotes drainage. 

During the active pulmonic period with 
lung consolidation, it must be emphasized 
and clearly understood that active drainage 
is contraindicated. During this period only 
such fluid removal as will relieve pressure 
symptoms is indicated. Active drainage and 
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suction at this period pulls on an acutely 
diseased lung and spreads infection. If air 
enters the pleural space at this time there is 
a shift of the mediastinum toward the healthy 
side, thus abridging an already reduced vital 
capacity. If pus or fluid is sterile, aspira- 
tion is permissible only to relieve pressure, 
and then with great caution for fear of 
tuberculosis, 

In the post-pneumonic period with frank 
purulent empyema, a rib resection, with the 
establishment of closed drainage, is indicated. 
Very often the sequence of events runs with 
preliminary hypodermic needle release of 
pressure, followed by an indwelling catheter, 
then rib resection and closed drainage, and 
finally, plastic closure. 

Rib resection may be performed with great 
relief to the patient and with very little dis- 
turbance. The x-rays, when available, are a 
great aid in localization; however, transpor- 
tation for the pneumonic patient is hazardous 
and very often relief measures have to be 
accomplished where the patient is found. 

Preliminary aspiration assures the site and, 
with the patient resting on his “well” side, 
with the arm of the side to be resected 
pushed laterally—never elevated above the 
head, as elevation distorts the relationship of 
skin to rib—the eighth rib is located and an 
area selected between the scapular and mid- 
axillary line. The skin is cleaned and painted 
with iodine, which is wiped off with alcohol, 
and anesthetized with two-percent procaine 
solution containing eight drops of Adrenalin 
(epinephrin) solution to the ounce. The 
needle is then penetrated deeper and the in- 
tercostal nerves are blocked at a distance 
from the point of incision. The anesthetic 
solution must be delivered along the costal 
borders between the external and internal 
intercostal muscles and, in order to control 
nerve anastomosis, the lower costal border 
of the next higher rib as well as the upper 
border of the next lower rib must be infil- 
trated. 

A three-inch incision over the long axis 
of the rib is then made, exposing the peri- 
osteum. The soft tissues are pushed aside 
for a clear rib exposure. The periosteum is 
incised and, with a sharp elevator, is peeled 
from the rib surface for a distance of two 
inches. 

The next step requires particular care. The 
intercostal muscle attachments along the rib 
edges are deta¢hed, and posteriorly the rib 
must be freed without puncturing the parietal 
pleura. I find Alexander’s rib-edge periosteal 
elevator of great value here. In freeing the 
rib edge, it is important to recall that the 
fibers of the external intercostal muscles are 
attached obliquely forward from above down- 
ward; therefore direct the instrument dorsal- 
ward when separating the lower rib edge and 
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ventralward when separating the upper rib 
edge. This will facilitate separation and 
avoid tearing. 

The periosteal cutting end of the elevator 
is passed beneath the rib, keeping close to 
the bone, completely separating a small seg- 
ment. Into this tunnel is passed a Doyen rib 
raspatory and the separation completed. The 
desired length of rib is then removed with 
rib shears and the remaining rib ends are 
carefully smoothed with rongeur forceps and 
protected by suturing soft tissue over them. 
A trocar and cannula are then made to enter 
the pleural space and tension is relieved by 
permitting the pleural exudate to flow. The 
cannula is then removed, the perforation en- 
larged, and a Wilson soft-rubber empyema 
spool is carefully fitted into place. 

It is advisable to have previously fitted the 
spool with a Pezzer self-retaining, soft-rub- 
ber angle drain. The tip of the drain is to 
be so directed that it drains from the lowest 
pleural level. The wound is then cleaned 
of exudate and closed snugly about the spool, 
care being taken to avoid pressure necrosis. 
I pass a single layer of vaseline gauze beneath 
the flange of the spool and over the incision 
for protection. Appropriate dressings are 
then placed and the whole is secured by ad- 
hesive tape. The catheter is connected to a 
rubber tube which, in turn, drains into a 
vessel containing an antiseptic solution. The 
follow-up care is the same as that previously 
described. 

To recapitulate the steps in treatment: 

1.—Diagnostic tap. 

2.—Aspiration, to tide over 
crisis. 

3.—Closed drainage with slow evacuation 
of pus. 

4—Rib resection with closed drainage, 
maintained until healing is assured. 

Healing in acute empyema is conditioned 
by the type of organism present, the degree 
of inflammation in the pleura, adequacy of 
drainage, bronchial fistula, pulmonary ex- 
pansion, pocketing, interlobar encapsulation, 
and foreign bodies. Old, lost, and hidden 
drainage tubes have been removed from the 
pleural space, followed by the prompt healing 
of chronic empyema. For this reason use 
soft-rubber catheters, as they are opaque to 
the x-rays and their presence may thus be 
revealed. 


a pressure 


Chronic Empyema 

The acute stage of empyema may, and 
usually does, clear up with prompt and com- 
plete healing, or chronic empyema may 
supervene. The mildest type consists of poor 
lung expansion, due to a thickened pleura 
and adhesions. This condition is overcome 
by respiratory exercises in which the patient 
is caused to “blow” water from one demijohn 
into a second. 
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The next type is characterized by closure 
of the empyema with apparent clearing of 
symptoms. Shortly an elevation of temper- 
ature is noted and pain is reported. Due to 
“pocketing,” a latent focus lights into activity 


Fig. 1:—Lung abscess, multiple, bilateral, with the 
larger lesions in the right lung. These lesions were 
nontuberculous, verified at autopsy. 


and a second or a third empyema ensues. 
Sometimes these foci perforate into a 
bronchus and simulate a pulmonary abscess; 
or a pulmonary abscess may rupture into 
the pleural space. In either event a bronchial 
fistula is apt to follow, which should be lo- 
cated and drained promptly. Another type 
is the persistent fistulous tract that follows 
the original site of drainage and, if untreated, 
will drain intermittently for years, sometimes 
forming multiple fistulous tracts or burrow 
into the soft tissues forming phlegmons. 
Costal osteomyelitis may further complicate 
the lesion, 

The common form is a collection of pus in 
the pleural space. These lesions are best 
treated by complete surgical ablation of the 
covering of the affected part (the Schede 
operation), which is accomplished by a broad 
resection of the ribs over the involved area, 
with removal of the thickened parietal pleura 
down to the visceral pleura, carefully ex- 
cising all diseased tissue and pockets of in- 
fection. Bleeding vessels are carefully lig- 
ated. The skin edges are sutured to the 
pleura and the wound, now often wide and 
deep, is packed with vaseline-iodoform or 
Azochloramid gauze and granulation is per- 
mitted to fill in the space. When healing 
continues to a satisfactory stage, the wound 
is closed by plastic skin grafting. 
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An extrapleural thoracoplasty operation 
may be done, in which case a sufficient num- 
ber and length of ribs are resected over the 
area involved and the soft tissues are allowed 
to sink into the cavity. To prevent regenera- 
tion of the resected ribs, the periosteum may 
be treated with Zenker’s solution or formalin. 

The Schede method of unroofing is to be 
preferred where small areas and cavities are 
present and when the pleura is thick and 
unyielding. Extrapleural thoracoplasty is ap- 
plicable in widespread lesions and in tuber- 
culosis. If open drainage is contemplated and 
the problem of tuberculosis arises, with 
sputum negative for Koch’s bacillus, the ex- 
udate may be injected into a guinea pig or 
the thickened parietal pleura may be ex- 
posed and a section examined by a path- 
ologist. Open drainage in tuberculosis is 
contraindicated. 


Pulmonary Abscess 

From one-third to one-half of lung ab- 
scesses follow operations on the upper res- 
piratory tract, including dental extractions. 
Aspiration of foul material from the mouth 
during general anesthesia, inhalation of for- 
eign bodies, embolism, and post-pneumonic 
states account largely for the remainder. 
Many abscesses heal spontaneously or with 
simple methods of treatment, such as rest in 
bed, heliotherapy, dietetic adjustment, and 
postural drainage. 

A word should be said for postural drain- 
age, which is a really very efficient proce- 
dure, when properly pursued. It is not a 
mere casual or formal calesthenic ritual. 
What will not drain in one position may drain 
in another. The intelligent and persistent co- 
operation of the patient is essential and often 
he can find the position, peculiar to himself 
for effective drainage, by trial and error. He 
may be assisted by being informed of the 
location of the abscess and the probable posi- 
tion of election. This also applies to the 
treatment of bronchiectasis. 

Oral prophylaxis and removal of focal in- 
fections are helpful. When due to spirochetes 
and the spirilla group, a course of neoars- 
phenamine is indicated. If, in six to eight 
weeks, the abscess persists without satisfac- 
tory signs of healing, the laryngologist may 
aspirate it through a bronchoscope and inject 
lipiodol. Failing in this, the phrenic nerve 
on the affected side may be crushed. Deeply 
seated, centrally located abscesses are best 
treated, in their chronic stage, by broncho- 
scopy and induced pneumothorax. The peri- 
pherally disposed abscess yields to external 
surgical drainage. 

The selection of treatment moves from the 
conservative to the radical as the abscess 
persists. The acute abscess, with an inflam- 
matory areola, should never be treated sur- 
gically, as opening into such an area pro- 
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vokes spread of the disease and the develop- 
ment of pyopneumothorax. To close a chronic 
abscess, extrapleural thoracoplasty, pneu- 
molysis, and, in certain multiple lesions, lob- 
ectomy and cautery pneumectomy have all 
been used. These are operations for the 
thoracic surgeon. 

Surgical drainage of a peripheral chronic 
abscess may be performed in two stages if 
the pleura is not adherent, and in the pres- 
ence of adhesions, a one-stage operation is 
sufficient. A rib resection is done in the 
same manner as described under empyema, 
except that the resection is placed directly 
over the abscess and usually more than one 
rib has to be resected. Local anesthesia is 
sufficient; however, the anesthesia apparatus 
should be at hand in case differential pul- 
monary pressure is needed. Sufficient rib is 
to be resected to insure an adequate view of 
the abscess and working room. 

In the two-stage operation, after the pari- 
etal pleura is opened, an iodoform fluff is 
lightly packed against the visceral pleura and 
the wound promptly closed, airtight. In five 
or six days, on opening the wound, the pleura 
will be found adherent. A pneumothorax 
needle is then passed into the abscess cavity. 
Through this preliminary opening a narrow, 
closed hemostat is passed and the opening 
carefully enlarged. Through this the finger 
may further enlarge the aperture and full 
visible access may be had to the interior of 
the abscess. Purulent exudate and necrotic 
tissue are cleared away; bleeding vessels 
faithfully ligated; and adjacent abscesses 
opened. The cavity is packed with Azo- 
chloramid gauze and appropriate external 
dressings applied. Dressings are changed 
daily. 

A word should be said here regarding acute 
pyopneumothorax, for, when it occurs, we 
have a major catastrophy and it means the 
rupture of an abscess into the pleural space 
with evacuation therein of purulent material. 
What is often of immediate concern is spon- 
taneous pneumothorax. Prompt action to re- 
lieve air tension is necessary, after which the 
condition is treated as empyema. The mor- 
tality is high. 

Bronchiectasis 

Bronchiectasis is more resistent to treat- 
ment than is abscess, but is less fatal. Some- 
times the two lesions coexist side by side, in 
which event the prognosis becomes less fav- 
orable. Bronchiectasis is more prevalent 
than is commonly thought and all cases of 
chronic bronchitis should be studied for this 
lesion. Plain x-ray pictures are unsatisfac- 
tory. The best method is the intratracheal 
instillation of Lipiodol, allowing the oily sub- 
stance to gravitate into the suspected side 
and then taking roentgenograms posteriorly, 
obliquely, and laterally. If present, the fusi- 
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form and sacculated bronchial dilatations will 
be revealed. 

The sudden onset of hemoptysis often leads 
to an erroneous diagnosis of tuberculosis. The 
condition is brought about by factors which 
weaken or destroy the muscular and elastic 
tissues of a bronchus. This leads to dilata- 
tion which, aggravated by proximal bronchial 
obstruction and parenchymal atelectasis or 
fibrosis, produces areas of pooling into which 
secretions collect that undergo putrefactive 
changes caused by organisms that are resi- 
dent in the oral cavity. 


Fig. 2:—Bronchiectasis, 


right lower lobe. Detail 
revealed by Lipiodol. 


Note sacculation and pooling. 


There appears to be a close relationship 
between bronchiectatic exacerbations and 
upper respiratory infections. One of the first 
procedures in treatment, therefore, is thorough 
oral, throat, and sinus prophylaxis. There is 
strong evidence that, at least in some in- 
stances, bronchiectasis is due to the activities 
of the fusiform bacillus and Vincent’s organ- 
ism group. Here the intravenous use of 
neoarsphenamine is helpful, as well as cor- 
rection of pyorrhea. 

As the lesion is mechanical, treatment is 
also largely mechanical and seeks to over- 
come the ill effects of gravity. Postural 
drainage is effective and may be aided by 
bronchoscopic aspiration and the instillation 
of Lipiodol; also crushing the phrenic nerve 
of the side affected, to elevate the diaphragm, 
and induced pneumothorax, for its squeezing 
effect, promote drainage and healing. These 
methods are effective in the early stage of 
the lesion. When the process extends, multi- 
plies, enlarges, and becomes chronic, little 
may be realized from conservative treatment, 
except that periodic bronchoscopic aspiration 
will keep the patient in a fair degree of com- 
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fort and relief from coughing spells and foul 
expectoration. 

The debilitating effects from the chronic 
inroads of this lesion lead to such invalidism 
and misery that social and economic contacts 
become intolerable. Out of this have evolved 
the more radical measures of relief by cau- 


Fig. 3:—Atelectasis, postoperative, left lung. Note 
retracted left chest, elevated diaphragm, and marked 
deviation of the mediastinum toward the side affected. 


tery pneumonectomy, thoracoplasty, and lob- 
ectomy which, in the hands of competent 
thoracic surgeons, are now standard opera- 
tions. Lobectomy, at first barred because of 
its high mortality, is now less formidable, 
with a mortality of from ten to fifteen per- 
cent and, in some reports, even less. Chil- 
dren withstand the operation of lobectomy 
comparatively well. 


Atelectasis 
Atelectasis constitutes about two-thirds of 
postoperative lung complications, with pneu- 
monia, hypostatic congestion, and embolism 
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following roughly in the sequence named. 
The lesion is characterized by a negative 
pleural pressure, coupled with bronchial ob- 
struction. The expulsive power of the 
bronchus is low, permitting secretions, mucus, 
pus, and aspirated material to plug the lumen. 
Often there is edema of the bronchial mu- 
cosa. The area involved may be very min- 
ute or it may involve a lobe or a whole 
lung. It may be transitory or continue for 
hours or days, and may eventuate in pneu- 
monia. It may terminate suddenly, following 
productive cough. It is said that the type 
of anesthesia used bears no relationship to 
its incidence; however, I feel that there has 
been a reduction in pulmonary complica- 
tions following the adoption of spinal anes- 
thesia. It may be that other factors have 
been brought in to effect the reduction. 

The methods of treatment are prophylactic 
and curative. Among the former may be 
mentioned the avoidance of operating in the 
presence of upper respiratory infections, 
however mild; short operating time, with 
avoidance of prolonged anesthesia; the pre- 
operative use of atropine, to reduce secre- 
tions; delay in the postoperative use of mor- 
phine until the cough reflex is established; 
the Trendelenburg position and avoidance of 
tight, constricting abdominal dressings, which 
inhibit diaphragmatic excursions. The rou- 
tine use of pitressin to stimulate unstripped 
muscle, used primarily to promote intestinal 
peristalsis, but which may also serve to dis- 
lodge bronchial plugs, may be a factor. Fre- 
quent change of position, particularly rolling 
from side to side, and instructing the patient 
to breathe deeply at stated intervals, is good 
prevention. I feel that the wakefulness of pa- 
tients under spinal anesthesia renders them 
less helpless, and that cooperation in many 
ways is helpful. 

Curative treatment consists in change of 
position, deep breathing, carbon dioxide in- 
halations, heavy percussions of the affected 
side, withholding morphine, and aspiration 
through a bronchoscope. 


Veterans’ Administration Facility. 


FAITH AND SCIENCE 


Probable certainty is the basis of all science as well as of all belief, and 
is amply sufficient; moreover, we have no other norm. The theory of know- 
ledge gives no preference in this respect to scientific or religious beliefs. In 
the basal lack of finality which appertains to all knowledge, there is not a 
great deal of difference between our religious and our scientific faiths. 

In the final analysis, most of the supposedly unalterable laws of science are 
similar to our other judgments, in that they are faiths based upon reason. 
A rigid proof, in the absolute sense, is almost a non-existent ideal.—Dr. 
Heser Doust Curtis, in “Physician, Pastor and Patient.” 
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Pneumonia: Pulmonary Thrombosis 


and Pulmonary Edema 
By F. LeBlanc, M.D., Elgin, Il. 


\t was Claude Bernard who, in 1859, first 
stressed the fixed chemical composition and 
the invariability of certain physical char- 
acters of the body humors (blood and 
lymph), and the existence of a regulating 
power assuring this fixity. He claimed that 
this regulating factor opposed several phy- 
sical entities, such as the effect of cold, 
chemical radiations, and various poisons or 
the biologic “virus,” to employ the termin- 
ology of that epoch. To him the soil (mean- 
ing the humors) constituted a barrier permit- 
ting the organism to resist morbid invasions. 

Such a concept was, for a time, side-tracked 
by the discoveries of Pasteur, who made such 
a minute study of the microbic invasions and 
their processes of dissemination that a dogma 
arose which ascribed to each microbic species 
a specific pathologic state. Pasteur was aware 
that the constitution of the individual—his 
body build and strength—would be vulner- 
able to the action of chilling, surgical opera- 
tions, etc., but nevertheless, according to 
Roux, he persisted to the end of his life to 
maintain that “le terrain n'est rien; le microbe 
est tout” (the soil is nothing; the microbe is 
all). 

In 1923, Kopaczewski said: “Our internal 
medium (lymph and blood) is composed of 
complex colloids, whose proprieties are fixed 
in normal states but eminently unstable and 
very sensitive to the slightest perturbation in 
disease. As long as his regulating power of 
the organism remains intact, the action of 
external invaders is neutralized, and patho- 
logic states are totally dependent upon these 
two phenomena.” 

Pidoux, in 1876, said: “La maladie est en 
nous, de nous, par nous.” (Disease is in us, 
of us, by us.) J. E. R. McDonagh, of London, 
is certainly the only one who has verified this 
aphorism in his classification of diseases into 
intrinsic and extrinsic, with stress upon his 
division of intrinsic disease into inherited, 
congenital, and natural forms. In his many 
years of intensive research he has come to 
the conclusion that socalled extrinsic disease, 
be it physical, chemical, or microbic, does no 
more, in many cases, than to act as a pre- 
cipitant in making the intrinsic disease more 
obvious through its multitudinous syndromes 
and syniptoms. 


Hydration and Dehydration 
A very important factor in the kaleido- 
scopic action of the protein particles of the 
blood plasma is to recognize the state in 
which they are at the time of examination. 
It is well to recall that each particle is a 


potential nucleus, to which are adsorbed all 
the metabolites, such as salts, sugar, urea, 
uric acid, cholesterol, creatinin, etc., in the 
order mentioned and the degree in which 
they are fixed, whether bound loosely or 
tightly. The firmer they are bound, the more 
hydrated the particles are; and by consti- 
tuting, as they do, the dispersed phase of the 
colloidal system, the dispersion medium, hav- 
ing been deprived of many of the above 
metabolites, becomes more and more like 
water and we find the serum light in color 
and decreased in amount with a large clot; 
hydremia; a high refractive index; high vis- 
cosity; high viscosity-refractometric (V.R.) 
index; low leukocytic index; decreased or low 
metabolites, such as low calcium, low sugar, 
low urea; paucity of moving particles under 
the ultra-microscope-relative lymphocytosis; 
and alkalosis. The sedimentation rate wili 
vary according to the severely acute or 
chronic fashion in which the invader has 
mulcted the protein particles of their surface 
activity. Clinically, local or general edema 
is found. 

If the process is very acute and severe, such 
as that produced by the streptococci, the 
same protein particles will be denuded of 
their metabolites, and we find the reverse 
condition: The particles become smaller and 
smaller; lose their colloidal complex and, 
especially in gelation, their number is greatly 
increased; the serum is more highly colored; 
the clot is smaller; anhydremia results from 
the dispersed phase losing its water, which 
now is dispersed in the myriads of particles 
forming the dispersion medium; the refractive 
index is low, as well as the viscosity; the 
V. R. index is low; the leukocytic index high; 
the metabolites are assuming a crystalloid 
form, instead of their previous colloidal com- 
plex, and we find their elevation evidenced 
by a high calcium, or sugar, or urea reading, 
depending upon the rapidity of the dissocia- 
tion of the former protein dispersed phase. 
The sedimentation rate is usually very rapid. 
Clinically, local or general thrombosis or em- 
bolism are found, with polymorphonuclear 
leukocytosis and acidosis. 


This classification is, perhaps, exaggerated, 
in that we seldom find such clean-cut blood 


pictures, but with experience 
which phase is predominating and what 
therapy is indicated at the time. It is im- 
possible to cover adequately in a single paper 
the varied transitions which a blood under- 
goes, because they are dependent upon so 
many factors, of which I will name a few: 


one learns 
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(1) The age of the patient; (2) his genotypic 
and phenotypic constitution; (3) his inherited, 
congenital, or acquired colloidal disturbances; 
(4) the nature of the extrinsic disease mak- 
ing the attack. 


Conditions Called Pneumonia 

What are pneumonia, pulmonary throm- 
bosis, pulmonary embolism, and pulmonary 
edema? How are we to differentiate the 
stages of hydration producing all of them? 
What is the treatment? 

In order to understand the relationship be- 
tween a pulmonary lesion and the entero- 
colitis which is so often present in individuals 
presenting lung lesions, it is perhaps well to 
recall that, embryologically and anatomically, 
the lungs are developed as an outgrowth from 
the entodermal alimentary canal, making 
their appearance when the embryo has a 
length of 3.2 mm. (probably in the third 
week) and resulting from the outpouching of 
the ventral wall of the esophagus throughout 
its entire length. The pulmonary anlage con- 
sists, at this stage, of two short, wide pouches, 
connected by a common pedicle with the 
primitive pharynx. About the fourth week 
of embryonic life, each of the pouches under- 
goes division, the right one into three 
branches, the left one into two, increasing in 
size at the same time. The original evagina- 
tion, consisting of entodermal epithelium, 
gives rise to only the epithelial parts of the 
lungs and air passages, while the mesodermic 
tissue, into which the diverticulum grows, 
gives rise to the connective tissue, the mus- 
cular, vascular, and cartilaginous elements. 
From the sixth month on the lungs acquire 
their essential adult characteristics. 

As the body of the embryo grows more 
complex, two main tissues become interde- 
pendent; the circulating fluid and the organs 
which it nourishes, the former being the 
dynamic and the latter the static systems. 
The progressive condensation of the tissues 
and organs must take advantage of the pro- 
tein particles in the plasma or circulating 
fluids, and harmony (health) or disharmony 
(disease) will result, according to the success 
or failure of this process. 

Thus, through inherited or intrinsic dis- 
ease, the fetus may exhibit, intra-utero, such 
conditions as pyloric stenosis, Hirschsprung’s 
disease, posterior lens cataracts, and other 
end-results, while many of the future ex- 
trinsic (postnatal) diseases will be deter- 
mined, in part, by the amount of hydration 
the protein particles have already sustained 
in utero or, as McDonagh states, “The pic- 
ture presented by disease during life is 
largely influenced by the stage to which in- 
trinsic disease had advanced before birth.” 

Intrinsic disease, being inherent through 
several generations, will cause various cycles 
of dehydration, followed by rehydration of 
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the colloids of the dynamic and static tis- 
sues. The depth of penetration which the 
dynamic system sustains at each invasion will 
cause the rehydrated particles to become 
more and more precipitable. 

Different degrees of hydration of the pro- 
tein particles seem to be associated with pre- 
cipitation in the different organs of the body. 
To quote McDonagh: 


“When the hydration is of moderate degree, 
precipitation seems to take place in the veins, 
and the organs mainly attacked are the lungs. 
Here the pulmonary arteries are involved, 
which, in these organs, take the place of 
veins. Precipitation of this type in the lungs 
is probably the first occurrence in most cases 
of pneumonia, and invasion by the pneu- 
mococcus and other microorganisms is sec- 
ondary. 

“Precipitation of this type may be followed 
by the cyclical change of gelation: That is to 
say, the particles become so bulky, in pro- 
portion to the fluid medium in which they 
are suspended, that the phases change places 
and the liquid phase becomes the dispersed 
phase. When this occurs, the vessels involved 
become thrombosed (pulmonary thrombosis). 
Particles which are more hydrated, but 
nevertheless are arrested in the lungs, under- 
go precipitation in the perivascular and peri- 
bronchial lymphatic spaces, to produce the 
clinical picture of pulmonary edema, a con- 
dition which is even less often microbic in 
origin than is pneumonia.” 

Regarding edema, I quote McDonagh again: 
“The mere mention of the word, edema, ex- 
presses possibly the largest cockpit in medi- 
cine, where many encounters have taken 
place with, so far, no decisive result.” 


W. H. Allen, writing on acute pneumonitis 
in the October, 1936, number of Annals of In- 
ternal Medicine, realizes the difficulty in 
classifying pulmonary lesions. He says, “It is 
doubtful if there is anything in medicine 
presenting greater difficulty in classification 
than the socalled respiratory diseases. In 
every outbreak the problem arises when to 
cease the use of such terms as nasopharyn- 
gitis and acute bronchitis, in order to adopt 
the equally indefinite one of influenza. One 
is confronted with the same difficulty in plac- 
ing the pneumonias, though some progress is 
being made toward adoption of an etiologic 
classification. It is with no wish to add to 
the prevailing confusion that we have found 
it useful to classify as acute pneumonitis a 
group of cases characterized by signs of res- 
piratory infection, a benign course, few phys- 
ical signs, and roentgenographic evidence of 
a localized pulmonary involvement. The dic- 
tionary gives pneumonitis as a synonym of 
bronchopneumonia. Pathologically, this may 
be true, but clinically and roentgenologically 
it represents a definite group, possibly a sub- 
group of the socalled "ae, hat 


Regarding etiology this writer continues, 
“This is uncertain, but as all these cases 
occurred in the general group of acute res- 
piratory infections, it may be assumed that a 
filtrable virus, with a secondary invasion by 
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the ordinary bronchial-tract organisms, was 
the causative factor.” 

A classification, which may appeal only to 
those actually engaged in the study of the 
physicochemistry of the blood and its vag- 
aries, is as follows: 

1—Cases where there is a pure state of 
hydration. 

2.—Cases where there is gelato-hydration.* 

3.—Cases where there is pure dehydration 
or gelation.* 

In the first group, where there is maximum 
hydration, pulmonary collapse occurs. Where 
there is minimum hydration, vasomotor bron- 
chorrhea results. Asthma belongs between 
these two extremes. 

In the second group, where dehydration 
accompanies hydration but hydration still 
predominates, we find, in sequence, pulmon- 
ary edema, pneumonia (lobar and bronchial), 
and finally bronchitis in decreasing degrees 
of severity. 

In the third group, where dehydration pre- 
dominates over hydration, we find pulmon- 
ary thrombosis and embolism. 

Pulmonary collapse usually occurs immedi- 
ately after a severe operation, the anesthetic 
having caused a severe dehydration, followed 
by a sudden rehydration of the protein par- 
ticles with their precipitation in the peri- 
vascular and peribronchial lymphatics, and as 
a rule this condition is rapidly fatal, unless 
dispersion of the plasma particles is immedi- 
ately undertaken with intravenous dextrose 
injections and subcutaneously administered 
oxygen. 

Pulmonary thrombosis occurs some days 
after the operation, and may be followed by 
pulmonary edema or, still some days later, 
by pulmonary embolism. Pulmonary edema 
is occasioned by excess of fluid formed in 
the pericapillary lymphatic spaces. In less 
severe pulmonary thrombosis, the edema in 
the vicinity may give rise to symptoms of 
pneumonia. 

McDonagh says: “Pneumonia, always ad- 
duced as one of the best examples of a bac- 
teriologic lesion, is brought about into be- 
ing by hydrated protein particles precipitated 
in the lungs, and not by bacteria at all, and 
this is a statement any reader can easily 
verify for himself by injecting aluminium 
acetyl acetonate intravenously into a rabbit, 
when a non-bacterial pneumonia will ensue 
in a few days almost without fail.” 

McDonagh feels that thrombosis is a term 
which should be applied to the cyclical change 
of gelation undergone by hydrated protein 
particles precipitated in veins. He says: 
“Thrombosis is a term which should be re- 
stricted to clotting, taking place in veins and 
the pulmonary arteries which function as 
veins, because the lesion is a primary one of 
the blood and occurs independently of the 


*When dehydration accompanies the hydration (as 


is present in groups 2 and 3), signs of inflammation 
appear. 
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conditions prevailing in the walls of the ves- 
sels affected. 

“Clotting, when it takes place in arteries, 
is only a minor part of the clinical and path- 
ologic picture presented; while when it occurs 
in the veins, it is the major if not the whole 
part. Every clot forms in situ, even when 
the phenomenon occurs in the pulmonary 
artery—a fact which renders the term ‘pul- 
monary embolism’ inadmissible. 

“Pulmonary gelation is a particularly im- 
portant process, as it gives rise to clinical 
conditions, the origin of which is at present 
shrouded in darkness. The most severe form 
of pulmonary gelation is pulmonary em- 
bolism; gelation supervenes upon gelato- 
hydration. 

“Less acute gelation, occurring in the lungs, 
gives rise to pulmonary thrombosis, which is 
of less sudden onset than pulmonary embol- 
ism, but is ushered in with more constit:- 
tional disturbance than pneumonia, with 
which it is usually confounded. The patient 
is asphyxiated at the beginning, the respira- 
tions are accelerated, and the temperature 
rises to 104° to 105° F. There is little or no 
expectoration and the patient may have a 
hard cough. The dullness on percussion is 
usually wider than the actual area involved. 
In the milder cases it is apt to be patchy and 
changeable. There are always fine crepita- 
tions, with or without bronchial breathing. 
Pulmonary thrombosis or edema occurs in 
pregnancy and in influenza, but perhaps the 
most important form is that met with in pa- 
tients who have been anesthetised, particu- 
larly with ether.” 


If the dehydration is of microbic origin and 
the protein particles are small in size, S.UP. 
36 should be the drug of choice; if of chem- 
ical origin and the particles are relatively 
larger, insulin is best. 

Usually secondary to a primary venous 


thrombosis, pulmonary edema may occur 
during an attack of influenza; as a compli- 
cation in the later months of pregnancy; and 
after severe and prolonged operations, par- 
ticularly upon elderly people. 


The treatment of this condition should in- 
clude S.U.P. 36 (10 mg., intramuscularly), 
with subcutaneous injections of oxygen; 1000 
ce. of 10-percent dextrose solution and 1000 
ec, oxygen subcutaneously, followed 3 hours 
later by 20 units of insulin. This may be re- 
peated the next day, and followed by 2.0 mg. 
of S.U.P. 468, intramuscularly, every day for 
several days. The death rate is high, and 
should death follow, it is usually caused by 
a toxic myocarditis. McDonagh also recom- 
mends ultra-short-wave therapy, and wash- 
ings made from 24-hour culture emulsions 
containing 10,000 million to 1,000 million 
micro-organisms per cc. from the patient’s 
stool. 

In treating these pulmonary complications, 
Dr. Nott, of England, recommends potassium 
permanganate retention enemas, which have 
proved of such great value in the experience 
of several men in this country. Dr. Nott 
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claims that a rich field of absorption of intest- 
inal toxins is from the rectosigmoid lymph- 
atics, and it is significant that such a large 
proportion of cancer of the bowel occurs in 
that region. We may recall that the collect- 
ing trunks are the afferent vessels of nodes 
lying along the course of the inferior mesen- 
teric artery. Some lie at the bifurcation of 
the superior hemorrhoidal artery; a few at 
the point of origin of the inferior sigmoid ar- 
tery; a few at the origin of the left colic 
artery; and several at the root of the inferior 
mesenteric artery itself. The rectal lymphatic 
plexuses anastomose freely with those of the 
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sigmoid and the rectosigmoid juncture. 

If we are to appreciate the stress which 
McDonagh lays on the intestinal source of 
precipitating, agents which influence the pa- 
tient’s resistance through the struggle which 
they cause the protein particles of the plasma 
to undergo, it might be well to eradicate the 
possibility of such an absorption, in conjunc- 
tion with the different methods of therapy 
employed in dispersing the disturbed col- 
loidal systems in disease. 

Finally, may I repeat, with Claude Bernard, 
“Le terrain est tout, le microbe n'est rien.” 

312 Courier-News Bldg. 





The Treatment of Cough 


By Ralph L. Gorrell, M.D., D.N.B., Clarion, la. 


F codeine and ammonium chloride constitute 

a “sedative expectorant,” bismuth and 
castor oil should make a fine constipating 
laxative. Many of the commercial cough 
syrups contain from six to ten ingredients 
(some of historic or legendary value only), 
which oppose each other in their actions. If 
such treatment is rational, the patient with 
“indigestion” should be given an alkali and 
an acid at the same time, so that no bets 
would be overlooked. The thousands of gal- 
lons of cough syrups prescribed, or dispensed, 
every year indicate our diagnostic and ther- 
apeutic carelessness. 

Every cough has, or has had, a cause. The 
great majority of these causes can be found 
with only a reasonable amount of time and 
effort. Some are obvious on physical exam- 
ination; others become apparent after the his- 
tory has been taken. The diagnostic points 
will be taken up later. 

There are “typical” coughs; ie., those in 
which the nature of the cough serves to in- 
dicate the cause. 

1—The “emetic” cough occurs in parox- 
ysms after meals, and is relieved only by 
vomiting. It is found in pharyngitis, per- 
tussis, and tuberculosis. If the former can be 
ruled out, tuberculosis may be diagnosed 
even without definite signs.! 

2.—“Brassy” cough appears when pressure 
is being made on the recurrent laryngeal 
nerve by an aortic aneurysm, mediastinal 
tumor, or enlarged bronchial glands. A pe- 
culiarly severe, ringing, brazen cough is 
caused by enlarged glands or abscesses in the 
thorax, or a foreign body in the air passages.” 

3—An obstinate cough due to bronchitis, 
which resists all ordinary methods of treat- 
ment, should lead to suspicion that one of 
three ailments is present: tuberculosis, 
cardiac failure, or kidney disease.* 

4—“Habit cough” is a short, dry, oft- 


repeated cough, which appears when the in- 
dividual is embarrassed or when he desires 
to fill in a pause in the conversation.1 

5.—“Hawking cough” is a very character- 
istic cough, with clearing of the throat, which 
is found in cigarette smokers, nervous indi- 
viduals, and sufferers from chronic sinusitis.4 

6.—Ezxercise cough—cough with frothy ex- 
pectoration, and dyspnea appearing after 
exercise, indicate a damaged heart muscle. 
The cough of beginning cardiac decompensa- 
tion is short, hacking, aggravating in nature.5 

7.—A paroxysmal cough, with expectora- 
tion, is found in bronchiectasis, pertussis, ad- 
vanced tuberculosis, and rupture into a bron- 
chus of an empyema, lung abscess, or liver 
abscess.® Such a cough without expectoration 
is a result of enlarged bronchial glands and 
mediastinal tumor. 

8.—“Winter cough” is due to bronchiectasis, 
chronic bronchitis, and very chronic tuber- 
culosis.1 

9.—“Night cough,” which troubles the pa- 
tient at bedtime, then disappears to return in 
the early morning hours, is a symptom, very 
frequently, of tuberculosis.?7 The night cough 
of children is often due to enlarged tonsils, 
elongated uvula, or to the pharyngeal drip 
of sinus secretions. 

10.—The suppressed cough, associated with a 
facial expression of pain, is usually diagnostic 
of pleural inflammation (pneumonia, pleur- 
isy).3 

11.—In continuous cough, the sounds are 
linked together, each cough being joined to 
the preceding and to the subsequent cough, 
and ending with expectoration into the throat. 
This is an expectorant cough, due to some- 
thing that should be expelled, and should not 
be checked. If the sounds of the cough are 
separate, like the blows of a hammer, the 
cough is irritant and should be suppressed.! 
12—A cough with fetid expectoration is 
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found in some cases of bronchiectasis, fetid 
bronchitis (probably the same disease), em- 
pyema, lung abscess or liver abscess that has 
ruptured into a bronchus, pulmonary gan- 
grene, and tuberculous cavities containing 
decomposing matter. 

13.—“Chronic bronchitis,’ when _ studied 
roentgenographically after lipiodol injections, 
is usually revealed to be bronchiectasis, with 
dilated, non-draining bronchi. 

Treatment of Cough 

Beckman’ probably summarizes the best 
opinion on the treatment of cough in acute 
conditions, such as colds, “grippe,” and in- 
fluenza, when he says: “Relief of the cough 
will lessen the chest discomfort, but it should 
be remembered that therapy should be in the 
direction of loosening and not drying the 
cough, for experience would seem to show 
that to dry up a cough, or to lessen the pa- 
tient’s sensitiveness to it by repeated doses of 
an opiate, is to invite the most feared com- 
plication, pneumonia. Opiates .. . are fre- 
quently of value, but should be withheld un- 
til the patient shows signs of fatigue from 
the cough and restlessness, then a full dose 
should be given, sufficient to ensure several 
hours of satisfying, strength-renewing rest.” 

The latter method has proved much more 
satisfactory for home patients. If some sed- 
ative cough mixture is prescribed, all too 
often it is taken in larger amounts than are 
indicated, because the mother’s judgment is 
faulty or the patient swallows a liberal quan- 
tity for every “tickle” in throat. Another 
reason for following Beckman’s suggestion is 
that the physician will be called often enough 
to watch the patient’s condition closely and 
thus become aware of complications; and the 
patient will realize (if the physician con- 
scientiously examines him) that treatment 
must be changed under varying conditions. 


Expectorants 
I’ Ammonium chloride dr. iv 

Syrup of Citric acid Ss i 32.0 

Aq. Dest. ad 5 iv 128.0 

M. et Sig: One teaspoonful every two 

hours. 

If ammonium chloride nauseates, sodium 
citrate may be substituted, in 10 to 15 grain 
(0.65 to 1.0 Gm.) doses. This drug is also a di- 
uretic and indirectly an alkali. Or two or three 
drops of a saturated solution of sodium or 
potassium iodide may be given in water every 
two hours (quickly lengthened to four 
hours). Syrup of ipecac, in 5 to 8 minim 
(0.325 to 0.5 Gm.) doses, is a good expec- 
torant. 

In chronic conditions, creosote is an ef- 
fective expectorant in many individuals. I 
have used Calcreose in bronchiectasis and 
chronic bronchitis, with very satisfactory re- 
sults. It is not nauseating nor distressing to 
the stomach. When effective, the secretion 
is liquefied, then decreased in amount. A 
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certain group of individuals get no benefit, 
however. The British use creosote in 2- or 
3-minim capsules twice daily, or guaiacol, 
5 minims twice daily.2 Fetid odor of the 
expectoration can be reduced by inhaling the 
fumes of commercial creosote as it is heated. 
The patient should be in a small room or 
chamber, as air-tight as possible; his eyes 
must be protected by a tight bandage and his 


nostrils plugged with cotton wool, against the 
irritating vapor. Salivation, profuse cough- 
ing, and expectoration result after from 10- 
to 20-minute exposures, which should be 
repeated daily. 

One simple measure is the use of demul- 
cents; ie., mucilaginous substances that can 
be used to protect the irritated mucosa of 
the throat. The immensely popular “cough 
drops” indicate that most coughs of a mild 
or chronic nature are due to dryness or irri- 
tation of the pharynx. Horehound or lemon 
drops are a homely remedy. 

The treatment of cough is, first, that of its 
causative disease. 

How may the cause of the cough be found? 
If the history of the onset and associated 
symptoms do not point clearly to the disease, 
these steps may be carried out: 

1—Examine the throat for elongated 
uvula, enlarged faucial tonsils, enlarged 
lingual tonsil (depress the tongue firmly, so 
that its base may be seen), chronic pharyn- 
gitis, and secretion dripping down the pos- 
terior pharyngeal wall from chronic sinusitis. 

2.—Examine the chest for a leathery fric- 
tion rub or signs of fluid (pleurisy); for 
coarse, bubbling rales (bronchitis); for fine, 
crepitant rales over one area of a lung (lobar 
pneumonia), or scattered over both lungs 
(bronchopneumonia or capillary bronchitis); 
for dullness superior to the heart (aneurysm 
of the aorta); for fine rales at an apex, in- 
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creased by cough (tuberculosis, until proved 
otherwise); for enlargement of the cardiac 
outline (cardiac hypertrophy or pericarditis); 
for an area of dullness and weak breath 
sounds (bronchial carcinoma, in which dys- 
pnea is marked). 

3.—Examine the nose for deviated septum, 
septal spurs, polyps, and pus from infected 
sinuses; and the ear for impacted wax. 

4—Think of the systemic diseases which 
cause cough: Influenza, measles, pertussis, 
threadworms,‘ and hysteria. 

5.—Examine the sputum, grossly and micro- 
scopically. Scovill gives these points on such 
an examination: “Watery sputum is expec- 
torated in large amounts in edema of the 
lungs. If the disease be confined to a mod- 
erate, catarrhal process of the bronchial 
tubes, the sputum is white, clear, and frothy 
(“mucous expectoration”). If the process be 
more severe and suppurative, or if the lung 
tissue be breaking down, then pus is present, 
and the sputum is yellowish or mucopurulent. 
In cases of pulmonary abscesses, tuberculous 
cavities, and of empyema bursting into a 
bronchus, large quantities of almost pure pus 
are expectorated from time to time. In 
pneumonia the sputum is highly character- 
istic, being almost airless and extremely 
viscid, so that the vessel containing it may 
be inverted without spilling it, and is fre- 
quently tinged with blood, thus having the 
color of rust. In severe cases, and in new 
growths of the lung, the sputum becomes 
thinner, frothy, and dark-red—the “prune- 
juice” sputum. Casts of the bronchial tubes, 
which can be seen by the naked eye, are 
expectorated in plastic bronchitis (rare) and 
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occasionally in croupous pneumonia, and 
shreds of membrane in diphtheria. In town 
dwellers and those in dusty occupations, the 
sputum is dark or even black. “Anchovy 
sauce”’-colored sputum is characteristic of 
amebic abscess of the liver which has burst 
into the lung. Microscopic examination may 
reveal various bacteria and fungi (tubercle, 
influenza, pyogenic cocci, anthrax, glanders, 
plague, spirochetes, the fungi of actinomy- 
cosis, blastomycosis, and aspergillosis); such 
parasites as streptothrix, echinococcus, etc., 
may be found.” 
Summary 

The use of a routine cough mixture is to 
be condemned. 

A cough should be considered of benign 
origin only when malignant disease, tuber- 
culosis, parasitic disease, and other serious 
disorders of the lungs, heart, and kidneys, 
have been excluded. 
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DREAMS OF PREVENTIVE MEDICINE 


Preventive medicine dreams of a time when there shall be enough for 
all, and every man shall bear his share of the labor in accordance with his 
ability, and every man shall possess sufficient for the needs of his body and 
the demands of health. These things he shall have as a matter of justice, 
and not of charity. 

Preventive medicine dreams of a time when there shall be no unneces- 
sary suffering and no premature deaths; when the welfare of the people 
shall be our highest concern; when humanity and mercy shall replace greed 
and selfishness; and it dreams that all these things will be accomplished 
through the wisdom of man. 

Preventive medicine dreams of these things, not with the hope that we, 
individually, may participate in them, but with joy that we may aid their 
coming to those who shall live after us. 

When young men have visions, the dreams of old men come true— 
Mitton J. Rosenau, M.D., in Bulletin, Kentucky State Dept. Health, Dec. 
1936. 

 @ 


HISTORY AND THE PHYSICIAN 


When, some day, the humanitarian, rather than the warrior or the 
trader, takes his rightful stand in the pages of history, then and for the 
first time we shall find these pages replete with the names of physicians.— 
H. W. Haccarp, M.D., in “Mystery, Magic and Medicine” (Doubleday, 
Doran). 
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Physical Therapy of Respiratory Diseases 


By Frank Thomas Woodbury, M.D., Poughkeepsie, N.Y. 


|X the treatment of respiratory diseases by 
physical measures the physician is not a 
cultist. He must employ all remedial mea- 
sures, whatsoever their nature, whose action 
he believes will be beneficial to the patient. 
If I do not stress the well-known and time- 
honored procedures nor mention some of the 
latest now coming into favor, it must be 
understood by the reader that he must add 
them, as required, to those which are enum- 
erated here. 
Prophylaxis 

The greatest feat of modern medicine is 
the prevention of disease, and next to that 
in the category of achievement is the preven- 
tion of complications when an active disease 
is entrusted to the physician’s care. Physical 
therapy can be used prophylactically. 

The family physician has the opportunity to 
oversee the members of the family and ad- 
vise such measures as exercise, rest, sun- 
shine, and fresh air for the growing child, 
and when these are lacking he must devise 
substitutes. Thus, where the environment is 
smoky and dusty, which lessens available 
sunshine, or during seasons when pollens are 
in the air, the child’s “playground” must be 
the indoor playroom, wherein the windows 
are open, but screened against contamination. 
Artificial sunshine must be supplied by car- 
bon-are lamps. No other form of lamp will 
serve the purpose. Where tuberculosis may 
be feared, by reason of an adult case in the 
family, isolation must be secured, in a dustless 
room which is kept clean, by vacuum clean- 


ing, and not by a broom or carpet sweeper. 
If vacuum cleaning is not available, then all 
rugs must be removable and cleaned in the 
open air. 

The treatment of the nares by five-minute 
applications, daily for a week or ten days, of 
nonthermal “radio” (ultra-short waves) be- 
tween 2 and 6 meters has been found ef- 
fective in warding off attacks of hay fever, 
if given during the month preceding the 
pollen dissemination. It has also been noted 
that, where patients have escaped hay fever, 
they do not contract the affliction the follow- 
ing year, even without further treatment. 


Iontophoresis with zinc or silver ions, ad- 
ministered on zinc or silver anodes wrapped 
in cotton, wet with a 2-percent solution of 
the chloride of the metal, has also been used 
in doses which are tolerable to the mucous 
membrane, which means a few milliamperes 
for from 5 to 10 minutes per application of the 
electrolytic current. These applications are 
also good treatment for an acute attack. 

When a child or young adult develops one 
of the acute exanthems of which broncho- 
pneumonia and otitis media with mastoiditis 
are such menacing complications, it is wise 
to use, some form of penetrating heat as a 
prophylactic against extension from the throat 
and nares. 

Almost everywhere one can find electric 
lamps, and when they are used in clusters, 
so as to obtain a total wattage of about 200 
or 250, they may be hung over the nude 
patient and the whole arrangement covered 
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with a sheet to make a tent. Such a treat- 
ment is readily controlled by turning in- 
dividual lamps, which may be of 40 watts, 
off or on. The photothermy should continue 
day and night. Do not be afraid that it will 
damage the eyes, where conjunctivitis is 
present, as in measles. It is a specific for con- 
junctivitis and, moreover, is sedative. A rest- 
less child will sleep peacefully as soon as he 
becomes accustomed to the arrangement. 

Where sunlight is available and the climate 
permits, as in the tropics or in mid-summer, 
exposure to the sun, in carefully-graded 
doses to avoid sunburn, or the use of glass- 
enclosed rooms which screen out the ultra- 
violet rays, is equally efficacious. 

Other forms of penetrating heat, such as 
autocondensation (which might adopt the 
modern trend and be called “long-wave 
radio”), diathermy, and short-wave radio, are 
all excellent, when used with proper technic 
through the head (to take in the eustachian 
tubes and pharynx), through the throat, and 
through the chest. Twenty-minute treat- 
ments daily will suffice as a prophylactic 
measure. In the case of long-wave radio- 
thermy, we may localize the effect by means 
of nasal, nonvacuum, glass electrodes, and 
may employ either standard autocondensation 
technic or draw the current from the Oudin 
solenoid. 

To prevent pitting and scarring, smallpox 
and chickenpox should be treated in rooms 
that are well ventilated but darkened, using 
red light for illumination. 

In the treatment of the exanthems, clean 
beds and frequent cleansing baths, by means 
of sponging, are not only sanitary but also 
soothing, if the water be made cool to the 
skin. The wet-sheet pack, as described by 
Kellogg, is defervescent and sedative as well. 

The treatment of a chronic sinusitis by 
means of heat or by the nonthermal radio of 
4 meters will often remove a source of re- 
curring head colds. 

Where drainage is good, from the ear, nose, 
throat and the antrums, photothermy, radio- 
thermy, or nonthermal short-wave radio will 
loosen and liquefy secretions, so that they 
will flow by gravity; but where adenoids, 
polyps, or deformities obstruct drainage, the 
help of negative air pressure is required. Here 
the use of a modified suction cup to fit over 
the nose, or a soft-rubber catheter of small 
caliber attached to a glass syringe, may with- 
draw tenacious secretions, not only from the 
nares and pharynx, but also from the eustach- 
ian tubes, where metal catheter with a 
curved tip must be used. 

It cannot be emphasized too forcefully that 
the use of irrigations into the nares means 
forcing infectious agents into the eustachian 
tubes and into the lachrymal ducts or the 
antrums. The natural result of such intro- 
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duction is otitis media, with possibly mas- 
toiditis, sinusitis, or conjunctivitis. 

The same objection, and for the same 
reasons, is made to the usual method of ex- 
pelling mucus from the nose, by pinching the 
nares shut while inflating the passages force- 
fully from behind, and then expecting the 
release of the nares to produce an ejection 
of tenacious mucus. 

The proper way to clear the nares (because 
it is the safe way) is by sniffing. It is not 
a pleasant sound, but in the sickroom what 
is unpleasant must often be borne by the 
physician, nurse, or family. Clearing by 
blowing one nostril at a time is fairly safe. 
In any case the secretions must be liquefied, 
and heat is the best agent for that purpose. 

Turgid mucous membranes and polyps may 
be somewhat shrunken by anodal electroly- 
sis, particularly if it is aided by metallic ions 
of zinc, copper, or silver. Electrodesiccation 
of polyps will remove them; mechanical 
operations will remove synechiae and 
straighten deflections. 

Whenever we have an acute infectious dis- 
ease, such as most of the respiratory diseases 
are, it is essential that we keep the kidney 
function of the patient in mind. The wastes 
excreted by the kidneys are substances which 
require solution in water for their removal. 
A dark-colored, clear urine, which precipi- 
tates urates on standing, is a reproach to the 
physician. If we expect to have sufficient 
water to dissolve the solid constituents of the 
urine, we must give that amount of water 
in some form—by mouth, by enema, and in 
emergencies by vein. This is especially im- 
portant where the patient loses water by 
sweating, by diarrhea or catharsis, by vomit- 
ing, or by hemorrhage. Plenty of water also 
helps to dilute those toxins which tend to 
cause nephritis. 

When there is not enough free water in the 
blood and lymph to dissolve the solid wastes 
for passage through the kidneys, then the tis- 
sues must give up “bound” water, and this 
supply is quickly exhausted to the danger 
point of cellular incompetence. The admin- 
istration of diuretic drugs without a copious 
supply of water is merely a means of hasten- 
ing death. 

The blood supply to the kidneys may be 
decidedly increased by compresses, wrung out 
of ice-cold water, laid upon the lower third 
of the sternum and upon the lumbosacral 
region, about level with the iliac crest, pro- 
vided that they are covered up and allowed 
to become warm. They may be repeated dur- 
ing the course of the day, but their efficacy 
lies in the brief application of cold to the 
skin. The effect is, of course, reflex. The 
possible congestion of the lungs is avoided 
by hot applications to the sides of the chest, 
or by the use of some electrothermal agency 
at the same time. 
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Treatment 

A most efficacious treatment for acute ton- 
sillitis is by Bier’s hyperemia method. A 
rubber bandage (or, failing that, a good 
elastic bandage) is wound around the throat 
with sufficient snugness to cause a distinct 
flushing of the skin of the head, but not so 
tight as to interfere with breathing or swal- 
lowing. This is kept on day and night 
until improvement is marked—this means 
about three days. The bandage may be re- 
adjusted when necessary. Hot gargles, medi- 
cated if desired, are adjuvant, especially if 
given regularly every hour, while awake, and 
if copious in amount—at least a pint. 

Puncture of the tonsils may be profitably 
done by means of the biterminal needle elec- 
trodes and the electrocoagulation current, or 
by the monoterminal needle electrode and the 
electrodesiccation current. The method is 
antiseptic and hastens resorption of exudates. 

The acute head cold and acute influenza 
may be aborted, if treated within the first 
twelve or twenty-four hours, by means of 
general hyperpyrexia. This may be per- 
formed by any method which is feasible, such 
as copious hot drinks combined with wrap- 
ping in impervious hot blankets, or hot im- 
mersion water baths, or hot air or hot vapor 
cabinet baths, or the electrically heated 
blanket, or diathermy, or the photothermal 
cabinet, or tent baths, or radiothermy. 

The temperature, by rectum, should be 
maintained at 103°F. for at least four hours. 
When using the photothermal or electro- 
thermal methods, the temperature may be 
maintained merely by blankets, after it has 
reached the required degree. This allows 
turning off the lamps or the current. In the 
case of the hot-water bath, the patient is re- 
moved to bed and wrapped warmly to main- 
tain the heat. 

The same methods may be employed in 
acute bronchitis. In the absence of conven- 
iences, as for example in dry or desert 
regions, the hot sand and sun bath may be 
used, 

For the aggravating cough of bronchitis, a 
cold, wet compress, applied over the sternum 
and lung apices, which is in turn covered 
over by a warm blanket, is often sedative. 
Plenty of water is also an expectorant. 

Both lobar and bronchopneumonia are 
greatly ameliorated by any method which 
will heat the lungs. The method should be 
intermittent, and applied twice or thrice a 
day. The application of a cold, wet compress 
to the thighs will increase, reflexly, the blood 
flow in the lungs. 

Heat helps to liquefy the mucous secretions 
and aid in their expulsion from the bron- 
chioles and trachea. 

I am in possession of reports indicating that 
nonthermal radio of 3 to 4 meters has a 


PHYSICAL THERAPY OF RESPIRATORY DISEASES 


455 


specific effect upon the pathogens in all 
types of pneumonia. We should recall the 
fact that radio, administered in this region, 
is specific in suppurative processes, and 
should therefore ward off abscesses, pyotho- 
rax, and the complication of pyonephrosis. 

The results following the use of photo- 
therapy for glandular and osseous tuber- 
culosis have been so marked as to relegate 
the term, “surgical” tuberculosis, to the limbo 
of the mastodon and the dodo. It is also a 
mainstay in pulmonary tuberculosis, when 
combined with absolute rest, an adequate 
diet containing the necessary vitamins, and 
isolation from reinfecting relatives. 

Artificial phototherapy, by means of the 
carbon-arc lamp, is indicated where sunshine 
is unavailable. Exposure without sunburn is 
an absolute essential. Sunburn is an unde- 
sirable complication, as it produces a marked 
pulmonary congestion. While tanning is an 
excellent preventive against sunburn, it is not 
essential. Indeed, allowing the pigment to 
fade occasionally and again producing it has 
been found to have a beneficial effect. It may 
be that the relation of adrenalin to melanin 
may have something to do with the observed 
results. 

Mild doses of x-rays have been recom- 
mended, and the use of nonthermal radio 
therapy is making an initial appeal. We will 
recall that Morton and others, over forty 
years ago, reported beneficial results in pul- 
monary tuberculosis from the combination of 
fluorescent drugs by mouth and the use of 
x-rays, which caused the substance to fluor- 
esce in the very tissues affected. Fluores- 
cence is a form of secondary radiation which 
is visible, but some of it, according to the 
substance used, is also in the invisible ultra- 
violet octave. This is, then, an internal ultra- 
violet exposure. 

Bronchial asthma, like hay fever and mi- 
graine, has an allergic exciting cause, which 
may be different for different individuals. In 
all such individuals, however, there is a pre- 
disposing cause, a sensitivity which has been 
either acquired or inherited. It may have 
been acquired before birth. 

From my point of view, it is essential that 
the offending sensitizer and the sensitive in- 
dividual be totally divorced from each other, 
as a prophylactic measure. Where that can- 
not be done, it may be possible to reduce the 
reaction of the patient by means of any form 
of thermotherapy which will affect, not only 
the supersensitive respiratory mucosa, but 
also the general metabolism. 

In addition to treatment by hyperpyrexia, 
local heating of the upper air passages, espe- 
cially the nares, has been found to relieve 
many respiratory disorders. Also recom- 
mended are generalized phototherapy by 
natural sunshine or carbon-are lamps, pro- 
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gressively increased as pigmentation affords 
increasing protection against sunburn, and the 
local application of ultraviolet rays by the 
cold-quartz lumenodes, inserted in the nares. 

Long-wave radio has been used by means 
of large glass condenser electrodes (non- 
vacuum), energized by the Oudin current and 
applied along the upper one-third of the 
spinal cord. The treatments are given daily 
for about ten minutes, in a series of ten to 
fifteen applications. X-Rays and short-wave 
radio, both thermal and non-thermal, have 
also been recommended. 
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Since buccal actinomycosis has been fav- 
orably affected by 4-meter wave lengths of 
both thermal and non-thermal radio, it seems 
that it should be tried in actinomycosis of 
the lung in addition to iodine ions by cathodal 
electrolysis. 

I repeat, in closing, that unless a specific 
is known in any particular condition, the 
physician must employ every therapeutic 
agent at his command, and in such combina- 
tions and dosages as his knowledge and ex- 
perience indicate. 

63 Hooker Ave. 


Roentgen-Ray Treatment of Chest Diseases 
By N. S. Zeitlin, M.D., Chicago, Ill. 


T= proper evaluation of the efficacy of 

roentgen-ray treatment of chest diseases 
is still very difficult. Although considerable 
progress has been made towards standardiz- 
ing the technic, there still remains a con- 
siderable variation. Again, the early en- 
thusiastic reports were later denied, so that 
there is now a tendency in some circles to 
scoff at all x-ray treatments. Nevertheless 
it is possible to formulate certain general 
rules which, if followed out, will give satis- 
factory results. 


Bronchitis and Bronchial Asthma 

The x-ray treatment for bronchitis and true 
bronchial asthma dates back to 1906, when 
Schilling subjected 6 patients to therapeutic 
x-rays and reported considerable improve- 
ment in each case. Since that time a host 
of workers have reported various results in 
the treatment of these conditions. Thus 
Schilling,| Gottschalk,2, Klewitz,3 Marium, 
Strelkov, Vallery-Radot,* Hajos,*® Eckstein, 
Podkaminsky® and Ascoli treated numerous 
cases of dyspnea successfully with x-rays. 
Although various portions of the body were 
exposed to the rays, the reports claimed 
equally good results. Some authors exposed 
the thorax; others treated the spleen; a few 
treated the endocrine glands; and still others 
combined the thorax, spleen, and liver. 

On examination of the cases in early liter- 
ature, one is immediately struck by the lack 
of an exact diagnosis. Few authors attempted 
to differentiate between true protein-sensitive 
bronchial asthma, asthmatic bronchitis, and 
cough produced by glandular enlargement in 
the mediastinum. In spite of this, however, 
and even allowing for psychic suggestion, 
which undoubtedly was a factor in some 
cases, there still remains a host of cases re- 
ported by reliable observers which were 
greatly benefited by the x-ray treatments. 
Included amongst these were old chronic 
cases, with associated purulent bronchitis and 
severe asthmatic attacks every night. When 
such patients report immediate and complete 


disappearance of night attacks shortly after 
the treatments, one must admit that, at least 
in some cases, x-ray treatment is a valuable 
aid in controlling the spasms. 

Just how these results are brought about 
is not yet settled. Undoubtedly, when medi- 
astinal glands are enlarged, the x-rays may 
well exert a favorable influence by diminish- 
ing their size. But how can one account for 
the favorable results when only the spleen 
is exposed? This explanation is more dif- 
ficult, but apparently the lymphocytes in the 
spleen and blood stream, and the liberation 
of antibodies held by the lymphocytes, are 
important factors. Still other authors point 
to a desensitizing process when the spleen and 
large blood areas are irradiated. Whatever 
the cause may be, we may feel confident that 
certain cases of true bronchial asthma and 
chronic bronchitis will frequently be relieved, 
and on rare occasions cured, by x-ray treat- 
ment. 

In my own work I have used only moderate 
doses. A course of treatments consists of six, 
giving one treatment per week. I use 200 
Kilovolts (KV); 5 milliamperes (MA); a 
3-mm. aluminum filter; and give %4 of a 
skin erythema dose at each treatment. When 
necessary, a second course of treatments is 
given after an interval of 4 weeks. In all 
cases I expose the thorax and the spleen, 
using one anterior-posterior field for the 
spleen and 4 fields for the thorax. I have 
obtained the best results by using right and 
left anterior and then posterior chest fields. 
When the x-ray film shows considerable glan- 
dular reaction in the hila, it is advisable to 
give two special treatments over the enlarged 
glands. Using this technic, I have never 
seen any ill effects nor any untoward re- 
action in the pulmonary tissue. Although my 
series is relatively small, nevertheless I have 
seen some unusually good results, ranging 
from diminution of expectoration to consid- 
erable relief of the asthmatic spasms. 
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Whooping Cough 

In connection with pertussis, the various 
and conflicting results reported by different 
authors again make it extremely difficult to 
say whether x-ray treatments are beneficial 
in this disease. Shortly after 1924, 400 cases 
were treated at the Boston Floating Hospital. 
In their series, 75 percent of the cases treated 
during the paroxysmal stage were relieved. 
All patients under one year old were re- 
lieved. They further point significantly to 
two facts: First, that while the symptoms are 
relieved, the actual course of the disease is 
not shortened; and second, that giving the 
treatments early did not prevent the par- 
oxysms. 

Bowditch and Leonard,’ in 1923, and King- 
ston and Faber® also reported series of cases, 
with very encouraging results. These authors 
made careful studies of the blood, and found 
a distinct improvement and fall in the lym- 
phocytes. Bowditch and Smith, in 1925, again 
reviewed the results in 850 cases. Their final 
conclusion was that x-ray treatments were 
extremely satisfactory in whooping cough. In 
another series of their cases they added vac- 
cine treatment to the x-ray treatments, and 
found still more favorable results. 

It would seem that these large groups of 
cases and the reported favorable results 
should be sufficient to prove the point. But, 
unfortunately, just as good results have been 
reported from the use of the various medica- 
ments and ultraviolet treatment. And to cap 
it all, Faber and Struble,® in 1925, carefully 
treated cases with and without x-rays, and 
were forced to conclude that x-rays were not 
beneficial and that the apparent successes 
reported were simply the natural tendency 
of the disease to improve. This latter report 
threw the whole subject open to discussion 
again. Brennemann,!® in his “Practice of 
Pediatrics,” probably sums up the problem 
correctly when he says that x-ray treatment 
is of benefit only in the paroxysmal stage, 
and frequently is of no benefit at all. My 
own results conform to this statement. I 
give two treatments per week, using 135 KV 
and a 3-mm. aluminum filter. One-quarter 
of an erythema dose is used at each treat- 
ment and a course consists of four treatments. 


Cardiac Conditions 

Within the past five years, the subject of 
roentgen-ray treatment of angina pectoris 
and other cardiac conditions has again been 
revived. The reports in the literature are 
somewhat conflicting. A few of these re- 
ports may be mentioned. Hirsch, in 1916, 
reported a small series of cases of angina 
pectoris and aortic aneurisms, with gratifying 
results after x-ray treatments. Groedel and 
Lossen,!! in 1923, were, however, unable to 
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duplicate his results. Nemours and Barieu,!* 
in 1928, reported a small series, with excel- 
lent results in 70 percent of the cases. Levy 
and Golden!* used x-rays in a series of cases 
of rheumatic carditis, with very encouraging 
results, 

In spite of these reports, one must admit 
that the question is far from settled. More 
reports from reliable sources must be had. - 
Nevertheless, even in these meager reports, 
there seems to be an analgesic effect caused 
by the x-rays. Whether this is entirely due 
to a direct effect on the cardiac muscle, or 
on some inflammatory reaction, or whether 
the result is produced by action on the thor- 
acic ganglia, as has been recently proposed, 
is still debatable. In any event, the roent- 
gen rays should be tried where medicaments 
are not entirely satisfactory. 

Lymphoblastoma 

While there may be controversy as to the 
efficacy of x-ray treatment in other condi- 
tions, there is none where lymphoblastoma 
is concerned. Although Hodgkin’s disease is 
ultimately fatal, x-ray treatments will fre- 
quently keep a patient comfortable for as 
long as 5 years. 

Our technic at the present time, has been 
changed. Instead of using small doses, merely 
to keep the bronchial glands in check, we are 
using heavy, repeated doses, aiming to com- 
pletely eradicate the lymphomatous tissue. It 
is still too early to say whether the results 
will be more permanent, but I feel that, since 
these glands are highly sensitive, heavy car- 
cinoma doses may completely scarify these 
glands and reduce the chances of recurrences. 

Bronchial Carcinoma 

Before the advent of the deep x-ray therapy 
machines, our results in bronchial carcinoma 
were negligible. Now, however, by means of 
cross-firing and filters, we are able to obtain 
encouraging results. In my own cases, I can- 
not point to any cures; but in over 30 percent 
of the cases, the pain, bleeding, and cough are 
held in check and the patient is comfortable. 
To obtain these results it is essential to use 
four cross-firing fields, using at least 200 KV 
and 5 MA, and giving 2,500 R units to each 
field. 

There remains a group of cases for which 
x-ray treatments are occasionally given in 
some clinics. In this review, however, I can- 
not enter into the details. I mean here the 
effect on pneumonia. In spite of voluminous 
controversial literature, it is nevertheless fair- 
ly well established that the x-rays are of 
considerable value in delayed resolution. I 
do not hesitate to urge this treatment for 
such cases. I use moderate doses, as for in- 
flammation, using 135 KV and 44-inch copper 
filter. A quarter of an erythema dose is given 
per treatment, and three treatments are given 
in one week. 
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X-Ray treatment for tuberculosis is still 
recommended by some clinics. I have not 
used it. Nevertheless it is only fair to say 
that those who have experimented in this 
field report good results in slow, chronic, fi- 
brotic types. 

Conclusions 


1.—In spite of varying results reported by 
different authors, x-ray treatment for bron- 
chial asthma and chronic asthmatic bron- 
chitis will bring relief for varying intervals, 
but will rarely cause a permanent cure. 

2.—More recent work with whooping cough 
indicates that x-ray treatment is of value 
only in the late spasmodic stage. 

3.—X-Ray treatment of bronchial carcinoma 
is only palliative, but when properly given 
will keep a patient comfortable for from one 
to three years. 

4——Lymphoblastoma, including Hodgkin’s 
disease, is amenable to x-ray treatment. The 
suggested “intensive” method of treatment 
may bring even more brilliant results. 

5.—X-Ray treatment for delayed pneumonic 
resolution is definitely indicated. 

6.—X-Ray treatment for tuberculosis should 
be used only in the chronic, fibrotic types. 

7.—Some cases of angina pectoris have been 
relieved temporarily by x-rays. The ultimate 


effectiveness cannot be determined at this 
time. 
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X-Ray Diagnosis of Pulmonary 
Edema 


T= appearance of roentgenograms in cases 
of pulmonary edema resembles that seen 
in cases of bronchopneumonia, except that the 
condition is usually bilateral, extends to large 
areas, and is always accompanied by a path- 
ologic heart silhouette—hypertrophy and di- 
latation of the left ventricle, in cases of neph- 
ritis and hypertension, or mitral configuration 
in cases of mitral stenosis, these two con- 
ditions being the most common causes of 
pulmonary edema—Dr. M. WERKENTHIN, of 
Warsaw, Poland, before the Fifth International 
Congress of Radiology, Sept. 14, 1937. 


The products we advertise are worthy of your 
attention. Look them over. 
ibe inition 


Pointers on Ultraviolet Treatment 


‘TAMING or pigmentation of the skin is not 
a contraindication to ultraviolet irradiation 
therapy. Indeed, the more pigmented the 
patient, the better his reaction and the better 
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his cure. 
ever. 

The skin, as shown by recent work, pos- 
sesses important endocrine functions. It is 
not an inert covering, as it was considered 
even a short time ago. It is an important 
endocrine organ, constituted of nervous and 
glandular elements. Certain cells of the skin 
secrete hormones which play an important 
réle in the metabolism of the body. The skin 
produces, by synthesis, vitamin D. The 
enzymes produced in the skin help in the 
metabolism, principally of carbohydrate and 
fat. Thus, the simple operation of irradiating 
the surface of the body with small doses of 
ultraviolet rays has set up an importarit chain 
of events in the biochemistry and functions 
of the body, and thus in the fight against 
disease—A. P. Cawaptas, M.D., F.R.C.P., in 
Brit. J. Phys. Med., April, 1937. 


The dose must be increased, how- 


Even though I decided to retire from prac- 
tice, “C.M.&S.” would still be full of in- 
terest—Dr. G. S., N. Mex. 
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Therapeutic Exercise 

BRISK walk before meals is the best 

appetite stimulator and digestant that 
can be prescribed. Pregnancy is no contra- 
indication to exercise of a moderate type, 
which may be carried on until the last 
month. Exercise is a valuable therapeutic aid 
in any chronic disease or injury. Physicians 
in particular need exercise, and its con- 
comitant relaxation. Too frequently, however, 
they do not practice what they preach. Re- 
laxation is the hardest of all exercises to 
teach both the well and the sick—Mance C. 
L. McGuinness, M.D., in Med. Rec., May 19, 
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Humphris & Williams: Radon 
Therapy 


[- MANOTHERAPY. By F. Howard Humphris, 
M.D. (Bruzx.), F.R.C.P. (Ed.), D.M.R.E. 
(Cantab.), Honorary Consulting Radiologist 
to, and Member of, The Medical Advisory 
Board of St. John Clinic and Institute of 
Physical Medicine; end Leonard Williams, 
M.D., Late Physician to the French Hospital, 
to the German Hospital, and to the Metro- 
politan Hospital. Baltimore: William Wood 
and Company. 1937. Price, $3.00. 

The authors of this small volume were 
pioneers in the study and use of radium 
emanation in 1913. Since then its use has 
spread to many countries, but many phy- 
sicians are unfamiliar with this useful thera- 
peutic agent. This short book indicates 
clearly the disease conditions in which 
emanotherapy has been proved successful, 
and tells plainly how to apply it. 

Radon therapy is recommended for various 
conditions, including rheumatism, pelvic pain 
and congestion, salpingitis, sterility, in derm- 
atology, in diseases of the respiratory organs, 
in revitalization, and in mental disorders. 
Technical considerations and methods of ap- 
plication are fully explained. 

Dr. Jacob Gutman, of the Brooklyn Diag- 
nostic Clinic, has pointed out the necessity 
of distinguishing between radon or radium 
emanation, “the important constituent of 
radio-active waters useful in medical cases,” 
and radium salts in solution. “Radium em- 
anation cannot possibly be dangerous” and 
“over-dose is likewise impossible” say the 
authors. The therapeutic uses of radium 
salts and pure radium have no place in this 
book, which should be widely read, not only 
by radiologists, but also by general clinicians, 
who should know what can be accomplished 
by this agency, even if they do not expect 
to use it themselves. 
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NEWS 


International Congress of Radiology 
T= Fifth International Congress of Radi- 

ology (triennial) met in Chicago (the first 
meeting in the United States) during the 
week beginning September 12, 1937, with 
representatives from 20 countries, and was an 
important and notable occasion. Our Asso- 
ciate Editor, Dr. Maximilian J. Hubeny was 
director of the reception of foreign guests, 
and it is hoped that he will prepare a story 
of the meeting, for presentation to our 
readers. 

The program of the Congress, with its ab- 
stracts of the scores of papers presented be- 
fore the various Sections, is an epitome of 
the progress which has been made and is be- 
ing made in this important field. 

The technical exhibit was large and of in- 
tense interest to all radiologists, but rather 
highly technical for those not specializing in 
this ‘line. The advances in apparatus and 
technics for this work, which have been made 
in the past decade, were strikingly shown, 
some of the most impressive exhibits being 
the huge, 400 Kilovolt machines presented by 
several American and foreign manufacturers. 
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Look for THE LEISURE HOUR among the 
advertising pages at the back. 


—_——_—_-_o—————"" 


Promotion for Dr. Schmitz 


D®: Henry Schmitz, associate editor of this 

Department, who has been professor of 
gynecology at Loyola University, Chicago, for 
several years, was recently made professor 
and head of the department of obstetrics in 
that institution of learning, vice Dr. Bertha 
Van Hoosen, who became professor emeritus. 


e------- 


Short-W ave Congress 


T= First International Congress for Short 

Waves in Physics, Biology, and Medicine 
met during the second week of July in 
Vienna, Austria, with Dr. Paul Liebesny as 
administrative chairman. 

Drs. Heinrich Wolf and William Bierman 
attended, as representatives from the Ameri- 
can Congress of Physical Therapy, and J. H. 
Hallberg, an American electrical engineer 
who has done pioneer work along this line, 
was the personal guest of Dr. Liebesny. 

The Congress presents an event in the 
annals of physical therapy and invites at- 
tention to some bio-electrical phenomena 
which are associated with electromagnetic ef- 
fects, as divorced from heat. 
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A FEW years ago, one of the abstract maga- 
zines carried an article on the use of 
reprints, as a constantly up-to-date medical 
library. The author brazenly stated, “You 
need not even go to the expense of writing 
a letter. You may have postcards printed, 
so that all you need to do is to fill in the 
name of the author and the article.” The 
repercussions of that article, and from the 
activities of other men who had had the same 
thought previously, are evidenced in the mail 
of any physician who writes for the medical 
press. 

One receives a flood of printed postcards 
within three months of the publication of an 
article; and woe betide you, if you write on 
some more or less standardized theme such 
as fractures, for the “Fracture Services” of 
many hospitals send out routine requests for 
any and all such articles. To date, we can re- 
call having received only one postage stamp 
as remuneration for the cost of reprinting 
(from $3.50 to $20, depending on length), cost 
of large envelopes, cost of postage, and for 
time spent in addressing the envelopes. 

This seems hardly fair to the author, unless 
the article is definite medical publicity, dis- 
tributed within his own area of activity. We 
feel fairly safe in saying that we expect no 
patients to be referred from cities a thou- 
sand miles away, much less from Johannes- 
burg, South Africa. 

If the article presents any ideas that seem 
to have merit, it should be worth the price 
of a malted milk. If the article is desired, it 
can always be obtained by purchasing that 
number of the magazine in which it appeared, 
the cost of which is usually not over seventy- 
five cents. 

If the present trend continues, we believe 
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Making A Library at the Other Fellow’s Expense 


that most medical authors will begin their 
own sit-down strike. 
R. L. G. 
a 


Cooperative Medicine 

[F the members of the medical profession 

bluntly and obstinately refuse to accept any 
of the more or less satisfactory alternatives 
to State Medicine which are being proposed 
and tried in a more or less tentative way, the 
whole thing is liable to be taken out of their 
hands, and they will wake up some morning 
to find that the public, egged on by agitators 
and propagandists of various sorts, has be- 
come disgusted with their absolutely “stand 
pat” attitude in a changing world, and has 
knocked their “rugged individualism” into a 
cocked hat. 

Insurance of all sorts has reached the point 
where it is a national Institution. Why not 
hospitalization or even sickness insurance, 
provided it is purely voluntary and self- 
sustaining, as in the cooperative hospitaliza- 
tion group which Dr. M. Shadid has organized 
in Elk City, Oklahoma, and which the “em- 
battled farmers” are supporting so vocifer- 
ously? Nobody has to join the group; and if 
they do join they know, in advance, what 
physicians are going to take care of them, so 
their “freedom of medical choice” is in no 
way impaired. 

Instead of fighting these new schemes with 
blinders on, the part of wisdom could be for 
medical men in general to look into them 
carefully, find their weak points (if any) and 
correct them, and then get behind those that 
are worthy and ethical (in the broad, hu- 
manitarian sense) and manage them the way 
they should be managed, keeping the reins 
in their own hands. 
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Those who have never had any guide but 
their consciences may feel a bit reluctant to 
have any of their activities directed by some- 
one else; but even at that, it would be far 
better to have their destinies in the hands of 
a group of professional confreres, who could 
understand the situation, than to be bossed 
by a bunch of peanut politicians, whose only 
concern would be the amount of graft, of one 
sort or another, that they could get out of it. 


G. B. L. 
a 


What Is an Operation Worth? 
A FRIEND writes, complaining that com- 
petition has become very severe and 
that, in consequence, fees have been reduced 
“terribly.” He quotes a rate of ten to fifteen 
dollars for a tonsillectomy, and twenty-five 
to fifty dollars for a routine appendectomy. 
The fees for surgery have always been 
high, and were deservedly so, in the days 


Sleep As 


T= season of the year is now passing when 


everyone had an interest in the same sub- 
ject—vacation. Where to go? What to do? 
How soon? How long? Change of scene, 
thought, action—somewhere, anywhere, away 
from our usual routine most of the year. 

Work, play, rest! This is the order of their 
importance, as most persons think of the 
round of their every day leading up to a 
change away. Work is a necessity, at least 
for most of us; play a reward; rest a con- 
venience. As Jerome, the English author, 
puts it: “To enjoy idling one must have 
earned the right to idle.” 

Apart from the respite from our daily tasks, 
with relaxation and rest in fullest measure, 
may not the idling away of days or weeks 
have this greatest objective of all—to help us 
get the better proportions and relations 2f 
work, play, rest when we return home? 


An inquiry into these matters began during 
my own vacation a year ago last summer— 
though subjectively an interest extended back 
over the years to other vacations, to other va- 
cationers, to far-flung places. Perhaps the 
sea shore, with a full moon shining its bene- 
ficence over a placid ocean, combined in what 
Dr. Marvel might have been pleased to call 
“a background of cogitation.” Anyway, that 
is what Nantucket has a way of doing to this 
vacationer there. 


Since then, no week has passed without 
some further exploration into this interesting 
field. No stint has limited the scope of in- 
quiry—youth, middle age, senescence, hard 
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when surgery was a difficult task, done 
under hard conditions and on patients who 
would not consent to be operated upon, except 
as a last resort, and were in consequence in 
a desperate condition. The neurosurgeon, 
the ophthalmic surgeon, and other specialists, 
who must spend years in developing a very 
delicate technic and learning anatomy to the 
last detail, must have higher fees, because 
of their relatively short number of working 
years and longer preparation. 


The ability to perform a simple appendec- 
tomy, however, is not justly to be rewarded 
with a fee reaching several hundreds of dol- 
lars. When fees become adjusted to the 
proper levels, the practitioner will receive 
as much for such an operation as for a com- 
plicated delivery, which takes many hours 
more, is far more fatiguing, and often calls 
for more judgment. 

R. L. G. 


Vacation 


workers and hard idlers, thinkers, doers, 
drifters; contributors mostly to the common 
weal, however. Substantially fifty have added 
their quota to this interesting subject of in- 
vestigation, only one phase of which can be 
considered here. 

The material and subjective rewards of 
work, about which tomes have been written, 
are obviously too large a subject for present 
discussion. The other two phases, play or 
relaxation, and vest, can however be sum- 
marized, as these were associated in the in- 
quiry during this past year. And the deduc- 
tions and conclusions to follow may serve 
helpfully to make some vacations later on 
more worth while and of greater benefit be- 
cause of their better potentials for relaxation 
and resulting rest. 

Most intending sojourners or observers ex- 
pressed a very real longing for a change away 
from the familiar surroundings, which did 
not always conduce to adequate or best rest. 
Fatigue seemed to be almost a fetish with 
many. “I’m so tired!” became the repeated 
slogan—so much so that this cry of lack of 
adjustment to environment was the rule 
rather than the exception. 

This led to delving into some unconsidered 
causes of the more or less chronic fatigue, 
and why the interval of the night’s rest— 
one-third of the cycle of our day, mind you— 
did not suffice for adequate rest and recupera- 
tion from the fatigue of the waking and 
working hours. And as many responses to 
the question, “How do you feel when you 
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wake up in the morning?” were so dismay- 
ingly negative, that the inquiry took another 
step still further into this phase of habitual 
fatigue. 

This step disclosed that many of the in- 
formants slept more or less restlessly; and 
each decade after adolescence reported on 
the increased degree of physical and nervous 
discomfort during the night; the “unkinking” 
of the spine and joints on arising; the aches 
and general lassitude from which they were 
never quite free. Investigation in still an- 
other direction disclosed the fact that restless 
sleep is not unusual, the most comprehensive 
research extant in this field having deter- 
mined that from 25 to 60 major stirs are made 
during sleep each night, averaging 35, which 
means a major shift of the body is made 
on an average of every twelve minutes 
throughout the night! 

Most of the observers this past year re- 
ported that their beds “sagged” in the middle, 
regardless of the type of construction—solid 
or springs; and some considered that this 
factor, more than ‘any other, was the cause 
of their disturbed night’s sleep, as well as 
their sense of never feeling quite rested. 

As all this relates to the combined rest 
and comfort factors, especially as they are 
affected by vacations, it is here suggested 
that one’s usual sleeping conditions may be 
materially improved, away or at home, by 
remedying the depleting “sag” of beds in 
their middle. Indeed, one may improvise a 
bit by adding a support at the hips—a blanket 
folded crosswise under the mattress, for ex- 
ample, or a flat pillow to give a more com- 
fortable uplift here where the body is heaviest 
and needs the support most during sleep; a 
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small panel transversely across this region, 
between springs and mattress; even a small 
pillow tucked in at the lower back to relieve 
strain and stress in this region. 

All of these measures, however, are at best 
substitutes for scientifically correct mattress 
construction, which comprehends the need 
for additional spring resistance where the 
greatest body weight is imposed, especially 
across the hips and lower back, and to a 
lesser degree at the other pressure points of 
head, shoulders, knees, calves, and feet. Ob- 
viously we do not weigh the same in all parts 
of our body. However, the usual types of 
uniform-pressure spring mattresses intend the 
same resistance throughout; which indicates 
the need for a change in the industrial art 
of mattress making to comprehend these 
patent facts. 

The vacations to come, as to rest and re- 
cuperation values, may well begin now with 
an eight-hour “vacation” every night the year 
around—one which is spent in sleeping 
quietly, reposefully, and healthfully on a mat- 
tress built to conform with different body 
pressures, that does not sag in the middle 
or elsewhere during sleep, but keeps the 
body up and substantially on a “resilieat 
level” throughout the night. 

Thus would there be a better balance estab- 
lished between the three factors of our work, 
our play, and our rest, the one compensating 
for the others; because our night’s sleep would 
then be put usefully and constructively to 
work for us throughout the entire year, 
whether at home or away somewhere on a 
vacation. 


Norman D. Mattison, M.D. 
New York City. 


NOTES AND ABSTRACTS 


Reverence for Personality 


Gace every calling is great when greatly 
pursued, reverence for personality may 
be stated thus, negatively: Never to consider 
any individual simply as a_ stenographer, 
salesman, teacher, or nurse, but as a person 
in his or her own right; and never to use 
any human being to one’s own advantage 
without his consent, or to his disadvantage 
for, as a noted sociologist has said, nearly all 
our social troubles can be attributed to the 
lack of reverence for another. These qual- 
ities of character are the test of a lady or 
gentleman. 

Underneath the general classification by 
which nurses, salesmen, and other workers 
are known, there may be, and often is, a 
person of such a faith as produces profound 


courage—courage to carry on in the face of 
prodigious difficulties; to carry on when all 
but faith seems lost. 

Among these personalities, hidden beneath 
the cloak of a job, is that under the white 
gown of a nurse, than whom no one deserves 
greater reverence for personality. Whether 
old or young, quietly performing her duties, 
she is found faithfully carrying out directions 
backed by her scientific knowledge and train- 
ing. Her faith and courage are sensed by 
the frightened workman with cut or scratch, 
the bed-ridden patient, and the case for 
which a hurried ambulance call has seemed 
the best solution. Always ready, always will- 
ing to help in any catastrophe, she and the 
black-gowned sisters (God bless them) are 
tireless and conscientious, tenderly and con- 
stantly administering courage with all their 
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scientific ability. Such individuals have a 
personality with a purpose, and should be 
reverently respected. 

Let us keep in our minds and hearts such 
reverence for personality, that we may never 
fail to find it beneath whatever garb it is 
clothed. 

Henry HAYDEN BusBy. 

Evanston II. 


A British View of State Medicine 


ERHAPS, in the future, all difficulties will 

be solved by the establishment of a State 
medical service. Like good democrats we 
shall always oppose it. But every fresh install- 
ment of social and public health legislation, 
every new chapter opened in the volume of 
State control, brings us steadily nearer to the 
totalitarian ideal, and when that has finally 
arrived I suppose we may say good-bye to 
the general practitioner as we know him.— 
Proressor R. J. Jonnstone, M.P., in The Ob- 
server (London), July 26, 1937. 
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State Medicine is poorhouse medicine. 
Tell your patients. 


—_———-@-—  — - 


Prescription Blanks 


HE attention of the Central Ethical Com- 

mittee of the British Medical Association 
has been drawn to the fact that certain mem- 
bers of the profession are using prescription 
forms supplied by a firm of chemists (drug- 
gists), the name of which is printed at the 
foot of the form. The Committee considers 
it very undesirable that medical practitioners 
should make use of forms bearing the name 
or advertisement of any pharmacist or firm 
of pharmacists.—British Medical Journal. 


BOOKS 


Hall: Basis for a Workable 
Philosophy 


UESTIONS AND ANSWERS: Funda- 
mentals of the Occult Sciences. By 
Manly P. Hall, First Edition, Los Angeles, 
aa The Philosophers Press. 1937. Price, 
Every human being must work out his own 
philosophy of life; but that does not mean 
that he has to go into the forests of the mind 
and fell the timber of which it is to be con- 
structed. Such work has been going on for 
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millenia, and the philosophy-builder of today 
has an immense store of cut and polished 
material ready to his hand, if he knows how 
and where to find it. 

The author of this volume probably has as 
deep and extensive a knowledge of the wis- 
dom of the scholars and sagés of all times and 
nations as any man now living, and from this 
wealth of material has sorted out those bits 
of wisdom which will be of the greatest prac- 
tical value in answering the questions of the 
largest number of people, and has presented 
these answers in simple and direct language, 
which any student of occultism will at once 
recognize as having a broad and sound basis 
in the teachings of the wise men of all ages. 
From such material, any intelligent man or 
woman can safely construct a life philosophy 
which will meet all personal needs, with the 
assurance that, if intelligently applied, it will 
work. 

Here one will find, logically and convinc- 
ingly stated, the answers to such questions 
as: Where do we come from? Why are we 
here? Where are we going? What is God? 
Creation? The Truth? Spirit? Matter? The 
Laws of Life? Death? Reincarnation? Black 
Magic? The Fall of Man? Mystical Ex- 
perience? Who wrote the Bible? Who was 
the Christ? What is the most useful thing 
in this world? and a host of others. 

This book is heartily recommended to every 
thinking person who is not fully satisfied with 
the ready-made philosophy of life which has 
been offered to him by his family and his 
neighbors, and who is sincerely seeking for 
more of the truth regarding himself and the 
universe in which he is living, in order that 
he may cooperate more intelligently and ef- 
fectively with the laws under which he must 
now operate, and thus hasten his own evolu- 
tion and enlarge his powers for usefulness. 


NEWS 


Doctors and Dentists Protected 


1 to The New York Physician, 
a bill has recently been passed by the 
Legislature of that State protecting physicians 
and dentists, doing charity work in public 
and voluntary hospitals, against suits for mal- 
practice. The need for such a law has long 
been recognized, not only in New York, but 
in every State of the Union. 

With this precedent, there seems to be no 
reason why such laws cannot be passed in all 
states where there are physicians who are 
willing to work for it, as did Drs. Dolan and 
O’Kane, in the Empire State. 

Those who want more information regard- 
ing this law can get it by writing to The New 
York Physician, 1440 Broadway, New York, 
N.Y. 





THE SEMINAR 


"A MONTHLY POSTGRADUATE COURSE" 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 


Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 8 (Medical) 
Presented by M. O. Robertson, M.D., 
Medora, Ind. 

(See Cun, Mep. & Surc., Aug., 1937, page 369) 
ECAPITULATION: A woman who had had 

two children delivered with forceps, and 
a third, normal, delivery, became pregnant 
again late in 1936, and this time developed 
severe nausea, which did not yield to ordi- 
nary remedies. Even dextrose solution and 
corpus luteum did not help much, so she was 
sent to a hospital, where a therapeutic abor- 
tion was performed. 

She vomited more or less for a week after 
the uterus was emptied, but at the end of 
the second week was so much better that 
she was, for financial reasons, moved to a 
private home, where the vomiting practically 
ceased and her temperature never went above 
99°F. On one or two occasions she had asked 
irrational questions at night. After a few 
days here, I permitted her to be moved to 
her home in the country. 

A few days later she refused food and be- 
came weak and stuporous. She rallied some- 
what, when given dextrose, but became worse 
when it was stopped. Consultants were 
called, and finally the family employed an- 
other physician, who sent the patient to the 
State Hospital for the Insane, where she 
died a week after admission. 

Requirements: Suggest a tentative diagno- 
sis, giving reasons, and treatment. What 
further examination would you have made, 
and why? 

Discussion by E. C. Junger, M.D., 
Soldier, Ia. 

This patient was told that she could never 
have a baby without the use of forceps. 
That kind of a remark, in itself, is a reflection 
on our profession. A woman can have one 
or two difficult forceps deliveries, and the 
next time the baby can be heard crying be- 
fore the doctor gets into the house. 

A pregnant woman has troubles enough 
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without that kind of a gloomy prophecy. 
It’s enough to start them on the road of the 
neurotic and mentally unbalanced. 

Many a surgical patient has suffered the 
torments of the damned, aggravated his 
case, or died by postponing surgery, because 
some fool M.D. told them, years ago, “You 
can’t stand an anesthetic.” 

This patient suffered from a severe toxemia. 
The vomiting probably caused some brain 
exudate or hemorrhage, which was the cause 
of this mental degeneration and death. Noth- 
ing is said of the kidney function. Uremia 
must be ruled out, also cerebral embolism. 
In hyperemesis gravidarum, empty the uterus 
early. 


Discussion by Lawrence Greeley 
Brown, M.D., Elizabeth, N. J. 


My impression of this case is that this 
woman either had a brain lesion or involve- 
ment of the brain coverings. 

I am not convinced that there was any re- 
lationship between the pregnancy and the 
vomiting, unless the pregnancy served as a 
means of stimulating an already existent 
lesion into a state of activity. 

A spinal tap, with the spinal fluid exami- 
nation, should have been made. In addition, 
the eye grounds should have been examined 
by a competent ophthalmologist. A chemical 
examination of the blood should have been 
made. I am assuming that the urine was 
examined and found to be normal. I am 
also assuming that a kidney-function test 
was made and the kidneys found to be nor- 
mal, as well as an x-ray examination of the 
gallbladder. 

While it is extremely dangerous to hazard 
a diagnosis on the presence of one symptom, 
the persistency of this symptom, in spite of 
the treatment, suggests over-stimulation of 
the vomiting center, which stimulant was 
probably in the cranial cavity. 

Of course, the treatment would depend on 
accurate diagnosis, and if it was a case where 
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the brain or its coverings were involved, the 
treatment, naturally, would be directed to- 
wards the disease of these organs. 


Discussion by R. L. Gorrell, M.D. 
Clarion, Iowa 


Insufficient detail has been given for a di- 
agnosis. We are not informed as to the 
blood pressure, urinalysis, physical examina- 
tion, temperature previous to abortion, any 
symptoms that might have been coexistent 
with the nausea or followed it, and the regu- 
larity with which dextrose was administered. 
How did she rally after dextrose administra- 
tion? 

Possibly this patient was a hypoglycemic 
individual before delivery, in which case she 
would have had weakness, faintness, even 
convulsions or stupor when a meal was 
missed. The prolonged administration of 
dextrose, especially in high concentration, 
may have over-stimulated the pancreas, so 
that hypoglycemia with stupor occurred when 
dextrose was not given in sufficient amounts 
to cover the increased insulin secretion. 

The dosage and form of the barbiturate 
used is not given, nor the length of time it 
was administered. Trumper, in his 1937 
“Memoranda of Toxicology,” states: 


“Death seldom takes place within the first 
day; generally after a few days or longer 
. . . In cases with renal impairment, barbital 
accumulates and overdosage symptoms de- 
velop. From 70 to 90 percent of barbital is 
eliminated unchanged in the urine, and the 
elimination requires from 2 to 4 days. (Were 
her kidneys functioning properly? We do 
not know.) 


“There is an increased susceptibility to 
barbiturates in severe toxemia from sepsis, 
in myocarditis, in marked hypertension (her 
blood pressure is likewise unknown), and 
in arteriosclerosis. The early symptoms are 
like those of alcoholic intoxication (nausea, 
vomiting, slurring of speech, mental confu- 
sion), followed by acute hypotension, stupor, 
diminution or absence of deep reflexes, fixa- 
tion of the pupils or dilatation, cyanosis, 
tachycardia, shallow breathing, and a rise in 
temperature. The kidney secretion de- 
creases, with a tendency to fixed specific 
gravity and subsequent anuria. 

“Intravenous injections of dextrose are an 
excellent remedy, after washing out the 
stomach with tannic acid and enemation. 
The dextrose combats the acidosis and is a 
diuretic, which aids in the elimination of the 
poison. Coramine should be given, 5.5 cc. 
of 25-percent solution intravenously, and a 
similar dose intramuscularly; the latter may 
be repeated after an hour.” 


Discussion by Ellis Powell, M.D. 
West Monroe, La. 


This problem is that of a woman whose 
endocrine system reacted abnormally to 
pregnancy, with the development of hyper- 
emesis gravidarum. The transition from the 
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nonpregnant to the pregnant state involves 
many profound and complex changes in the 
endocrine glands which, ordinarily, are made 
harmoniously with a minimum of discom- 
fort to the individual. On the other hand, 
there are those whose adjustments are very 
improperly made and give rise to many 
puzzling symptoms that are apparently un- 
related. 


It is not sufficient to think that the cessa- 
tion of menstruation, together with the ap- 
pearance of the corpus luteum, marks the 
only adjustments necessary for pregnancy to 
proceed normally. Quite the contrary is 
true, as pregnancy presents the placenta and 
the corpus luteum, both of which are new 
to the endocrine family and must be wel- 
comed harmoniously therein: various re-ad- 
justments must be made between the ovaries, 
the pituitaries (anterior and posterior), and 
the thyroid; and last, but by no means least, 
it becomes necessary that these glands (“fe- 
male glands”) maintain friendly relations 
with their antagonistic group (primarily the 
liver and pancreas). 


In this problem there was a profound meta- 
bolic disturbance, which resulted in a severe 
carbohydrate deficiency and was most prob- 
ably brought about in this way: While the 
“female glands” (perhaps potentially “weak”) 
were concerned with pregnancy, the antag- 
onistic group (pancreas, etc., perhaps poten- 
tially “strong”) became markedly overactive. 
In other words, the normal balance between 
the opposing groups became upset, with the 
pancreas becoming the stronger—its function 
became excessive and a severe carbohydrate 
deficiency resulted, 


In this case it appears significant that 
“whenever the dextrose was omitted, she 
became worse.” It is evident that such dex- 
trose as was given tended to relieve the car- 
bohydrate scarcity, while its omission would 
permit a decline to occur. It is also signifi- 
cant to observe, further, that “this patient 
was finally sent to the State Hospital for 
the Insane and died within one week.” It 
is sufficient to say that the brain does not 
tolerate a carbohydrate deficiency, which 
will lead to many mentally abnormal states, 
and perhaps to the State Hospital for the In- 
sane. 


The removal of the exciting cause did not 
restore the endocrine balance that existed 
before pregnancy began, so that a study of 
the carbohydrate metabolism, especially 
blood-sugar estimations, became more clearly 
indicated. If the findings were subnormal, 
efforts should have been made to supply the 
deficiency. When the severity of the symp- 
toms indicated it, dextrose should have been 
given intravenously, as frequently as was 
necessary to maintain the blood sugar levels 
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at normal. Dextrose may be given by rec- 
tum, though some authorities doubt its ab- 
sorption from that organ. 

Adrenalin (epinephrin), hypodermically, 
is of marked, though temporary, value and 
may be used frequently during an emergency. 
Various pituitary preparations are of value 
in carbohydrate deficiencies. Frequent feed- 
ings (hourly if necessary) of high-carbohy- 
drate food, orally or by stomach tube, should 
be employed when possible. 

Several articles relating to disturbances in 
carbohydrate metabolism, its various mani- 
festations, diagnosis, etc., have appeared in 
this journal and may give additional infor- 
mation on this subject. It is well to remem- 
ber that diabetes is not the only disease that 
results from abnormal carbohydrate meta- 
bolism. 
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Problem No. 10 (Medical) 


Presented by Ellis Powell, M.D., 
West Monroe, La. 


WHITE, unmarried, female teacher, while 
away at school, had a severe attack of 
infiuenza, followed by marked malaise, loss 
of weight, and hypotension. Her physician, 


after x-ray and other diagnostic procedures, 
made a tentative diagnosis of pulmonary tu- 


berculosis. She was properly treated there- 
for. Later she developed symptoms of “emp- 
tiness” and occasionally rather severe pains 
in the upper abdomen, which were always 
relieved by eating. Upon further investiga- 
tion, her physician changed his diagnosis to 
duodenal ulcer, for which she was given 
various dietary and medicinal treatments for 
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three years. She continued her teaching 
during this time only with the greatest effort 
and spent her vacations largely in bed. 

During a vacation, she came to me for 
“building up.” Her physician’s diagnosis was 
accepted and a two months’ rest cure, to- 
gether with a Sippy diet, was prescribed and 
faithfully carried out. Under this regime 
she gained five pounds, the abdominal symp- 
toms were slightly improved, and she felt 
somewhat stronger. She returned to her 
school work and promptly relapsed. The 
following summer she again reported and 
stated that she had been on a “rough diet” 
which, incidentally, contained only 750 cal- 
ories daily. 

At this time she came definitely under my 
care and was found to be 5 feet 5 inches tall 
and to weigh 90 pounds. She continued to 
give a typical ulcer history and to complain 
of marked weakness. Physical examination 
was negative throughout, except for a blood 
pressure of 85/60 mm. and marked tender- 
ness in the epigastrium. Basal metabolism 
urine, and blood examinations were negative, 
except for a red-cell count of 4,250,000 and a 
hemoglobin estimation (Tallquist) of 60 per- 
cent. No gastric analysis was made. 

She was referred to a competent roentgen- 
ologist, who found no evidence of an ulcer, 
but reported the presence of a “slight delay 
in gallbladder function, together with evi- 
dence of adhesions in the vicinity of the gall- 
bladder and the appendix.” The symptoms 
continued to exist. 

Requirements: State your tentative diag- 
nosis and suggested treatment, giving reasons 
therefor. What, if any, further examinations 
would you have made? 


NEED OF INCREASED PRODUCTION 

The prime need of the country is for greater capacity and more pro- 
ductive workers. The first need is to get a half-million workers off the relief 
rolls or, through apprenticeship training, into industry. If this can be done, 
industry can quickly hire the remaining two and a half million who are on 
relief and involuntarily unemployed. 

Industry cannot meet current demands with 45 hours the average work 
week. Shorter hours would cause only a small increase in employment and 
necessarily would reduce production, and lowered production would cost 
more jobs of those engaged in distributing the manufactured products. In- 
creased costs would lose part of our textile market to British and Japanese 
manufacturers, who would use foreign rather than American cotton, and 
shoe manufacturers for our export markets would be driven to England 
and Czechoslovakia, which draw on South America for hides.—Dr. CHARLES 
F. Roos (formerly permanent Secty., Am. Assn. for Adv. of Sci.), in Rural 
Progress Mag., July, 1937. 
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PHILANTHROPY AND JUSTICE 


The great purveyor of human happiness is not philanthropy, which seeks 
to soften the lot of the unworthy, but justice, which secures to the worthy 
the power to achieve their own happiness, by protecting them from the 
wrongdoer and the social parasite——R. Austin FREEMAN. 
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Ozone in the Treatment of Sinusitis 


T. LOUIS has often been called, “The Oto- 
laryngologist’s Paradise.” The great prev- 

alence of sinusitis and nasal catarrh in St. 
Louis (and throughout the Mississippi Valley) 
is due to its peculiar location and to the 
wholly inadequate smoke regulations in St. 
Louis. Also, rapidly changing temperature 
no doubt aggravates the situation in refer- 
ence to sinusitis. 

The status of sinusitis and its treatment is 
highly unsatisfactory. The percentage of 
successful operations is discouragingly small. 
In fact, many specialists now resort to an 
operation only as a very last measure to pro- 
duce drainage, when every other application 
has failed. 

Even a correct diagnosis of the average case 
of sinusitis often is difficult, and in some cases 
next to impossible. To locate an infected 
sinus is not so simple a matter as it may 
seem. The frontal sinus, due to its location, 
is probably the worst offender, but the an- 
trums, ethmoids, and sphenoids, while not so 
often infected as the frontal, respond less 
readily to treatment. Wherever sinusitis is 
accompanied by a throat condition, the eus- 
tachian tube must also be taken into con- 
sideration. 


When one or more of the sinuses becomes 
infected, the swelling of the membranes closes 
the opening to the nose. Then the pus which 
accumulates in the sinus passages causes 
pressure, and this causes much pain until 
these cavities are opened and allowed to drain 
free of the pus. Thus, sinusitis is an inflam- 
mation of the mucous membrane lining the 
cavities in the bones of the skull. While the 
infection theory is definitely and generally 
accepted, the prognosis and management of 
the syndrome are often difficult. Headaches 
and painful throat conditions, with complete 
lack or excessive exudation of mucus, are the 
early indications. Ephedrine, in either dex- 
trose or oily solutions, usually brings tem- 
porary relief, but the patient often ceases to 
respond to it, even after a large number of 
applications. Sprays and nasal jellies usually 
follow. As the attending physician exhausts 
his stock of remedies, the chronic sinus pa- 
tient goes elsewhere, and soon develops into 
the well-known “medical shopper.” 


Since the problem of treating sinusitis ef- 
ficiently consists of the opening and draining 
of the passages, to give relief, and the de- 
struction of the pathogenic invader, to effect 
a cure, a germicidal gas, liable enough to 
ascend into the sinuses without too much 
pressure or inconvenience to the patient, yet 
strong enough to bring about eventual ster- 
ilization, seems a logical remedy. During the 
War, experiments were made with chlorine 
gas, but the results did not seem very grati- 
fying and the chlorine treatment today may 
be regarded as past history. 

An ozonic gas, made of pure oxygen and 
containing no chemicals or other substances 
or impurities has, under my personal ob- 
servation, proved remarkably efficient in the 
treatment of sinusitis. This superozone is 
called “Octozone.” Some British physicians 
(Parks, McColl, Buckley, etc.) several years 
ago reported favorably on the effects of Octo- 
zone in sinusitis. The great simplicity of its 
application makes it particularly attractive. 
While due care must be taken to prevent a 
patient from inhaling the gas, 400 to 600 cc. 
can be readily introduced through the nasal 
chambers without any discomfort to the pa- 
tient, and the application requires but a few 
minutes. The immediate result is a copious 
liquid or semi-liquid mucoid discharge and 
free lacrimation. Within from 20 to 30 min- 
utes after the injection, the nasal passages 
are free, and the patients report the disap- 
pearance of headache, painful pressure, and 
mouth breathing. This relief lasts for from 
one to seven days, the period of relief in- 
creasing with the number of applications. 
Forty to fifty percent of the sinus cases under 
my personal charge have responded to my 
satisfaction. The rest do not seem to improve, 
and the original condition returns if the treat- 
ment is discontinued. 


I find it not at all difficult to introduce Octo- 
zone gas into the nasal chambers and sinuses 
without getting it into the patient's lungs. My 
nurse is instructed to see that the patient 
takes a deep breath while she fills a 100 ce. 
Luer syringe with dense Octozone gas. The 
nozzle of the glass syringe is then inserted 
into the nostril, and the plunger is depressed 
at the rate of about 10 cc. per second. There- 
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after the patient continues to hold his breath 
as long as he can, and then exhales forcibly 
through the nose, thus expelling any unab- 
sorbed residue of Octozone remaining in the 
nasal chambers. The absorption rate of the 
mucous membrane, in reaction to Octozone 
gas, is remarkable, and almost all of the 100 
ce. thus injected is either absorbed or has 
permeated the sinuses. The average dose is 
400 cc. (200 cc. in each nostril). The entire 
procedure requires but a few minutes, and 
two applications per week keep the average 
sinus sufferer free from headaches and mouth 
breathing. Severe cases may require more 
frequent applications. 

Curable cases are, no doubt, the ones where 
the actual infectious organisms can be reached 
by the Octozone gas. The absorption rate of 
the mucous membrane being very high, a 
considerable quantity of Octozone is actually 
incorporated into the membranes during the 
treatment, and the oxidation following this 
absorption accounts for the rapid recupera- 
tion, at least temporarily, after the injection. 

Nasal catarrh, hay fever, and incipient colds 
in the head are treated in a like manner. 
The effect on head colds may almost be called 
“dramatic.” If the treatment is given im- 
mediately after the cold is contracted, com- 
plete relief and disappearance of all discom- 
fort are brought about within two hours. 

During the treatment of between 80 and 100 
cases of sinusitis or other nasal infections, 
such as the ones here described, I have never 
found any serious ill effects. If the patient, 
due to carelessness on the part of the ad- 
ministering nurse, inhales a lungful of Octo- 
zone gas, a more or less severe attack of 
coughing follows; but 4 to 6 drops of tincture 
of benzoin compound, on a lump of sugar, 
brings immediate relief from coughing. 

The absence of the nauseating effects 
brought on by the swallowing of unpleasant 
oily liquids, makes treatment with Octozone 
for sinusitis or nasal conditions particularly 
recommendable. 

Witarp J. Hans, M.D. 

St. Louis, Mo. 

—————_- 9 — 


Intratracheal Instillations of lodized 
Oil in Asthma* 


NTRATRACHEAL instillations of iodized 

oil were administered to 50 cases of bron- 
chial asthma which had been previously thor- 
oughly studied and continuously treated by 
routine therapeutic measures for a minimum 
of three years. Twenty (20) of these cases 
were infections in origin; 8 were allergic; the 
remaining 22 were a combination of both. 

Intratracheal instillations of iodized oil 
were administered at weekly, biweekly, and 
monthly intervals, according to the improve- 
ment noted in each individual case. 


" *Med. Rec., Feb. 3, 1937. 
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Four (4) of the 50 patients obtained excel- 
lent results (complete freedom from attacks); 
24 obtained good results (seventy-five per- 
cent relief or better); 14 obtained fair results 
(they estimated their improvement at from 
thirty-five percent to fifty percent); 8 were 
entirely unrelieved.} 

Adequate anesthesia of the pharynx and 
larynx is necessary for proper oil instilla- 
tions. This prevents unpleasant gagging, 
swallowing, or coughing, which otherwise may 
occur. 

The intratracheal instillation of iodized oil 
is a valuable therapeutic agent in bronchial 
asthma, to be used where eradication of the 
cause is difficult, limited, or impossible. It 
may also be utilized as an adjunct therapeutic 
measure while investigating the basis of at- 
tacks, during the removal of the infectious 
foci, and coincident with the process of de- 
sensitization. 

At no time should the search, removal, or 
treatment of the primary causes of bronchial 
asthma be neglected. This still remains fun- 
damental in the proper management of a case. 

M. C. Harris, M.D., F.A.C.P., and 
H, L. Turxet, M.D. 
New York City. 
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Practical Points in Sinusitis 


HERE is more or less sinusitis with every 

“cold” (coryza), and every infection of the 
nose, throat, and eustachian canal; also, with 
every case of bronchitis and bronchiectasis in 
which purulent material is coughed up. 

Exposure to a draft, a drop in temperature, 
chilling (as in bathing or cold shower), stops 
perspiration, thereby throwing the skin’s 
work of excretion on the kidneys, intestinal 
tract, and respiratory organs. When respira- 
tory mucous membranes are overworked, 
their resistance is lowered (as a result of 
vasoconstriction?) and the ever-present 
microbes embrace their opportunity and de- 
velop, multiply, and cause an acute, infec- 
tious process. 

A chronically inflamed opening of the 
eustachian tube in the pharynx (fossa of 
Rosenmiiller) will cause drainage into the 
sinuses of the opposite side, while the pa- 
tient is sleeping. Treatment by an otolaryng- 
ologist should cure sinusitis and not allow 
it to go on to the purulent stage, with all 
its train of symptoms—pain, severe headache, 
toxemia, and fever, necessitating operative 
destruction of bone and tissues. 

Sometimes the diagnosis is simple. The pa- 
tient puts his finger over the cheek or fore- 
head and says, “Doctor, the pain is right 
there.” Often it is not easy, and requires 

tAnderson, in N.Y.St.J. of M., for Aug., 1937, re- 


ports an even higher percentage of cases completely 
relieved by this method.—Ep. 
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x-ray study, transillumination, postnasal and 
transnasal inspection, diagnostic puncture, 
and other procedures, by an experienced 
otolaryngologist. 

Pain over the face may be a result of in- 
flammation of the maxillary sinuses. Pain 
over the forehead, in or above the eye- 
brows, may be a symptom of frontal sinusitis, 
or of brain abscess, brain syphilis, errors of 
refraction, nasal lesions, et cetera. Sphe- 
noidal sinus inflammation may give rise to 
occipital pain, temporal pain, and pain in the 
eyeballs. Ethmoiditis results in pain in the 
temples, at times of a very intense nature. 
The symptoms of occluded nares, coryza, or 
pharyngitis may or may not be present. 

We never see a case needing surgery where 
treatment has been carried out from the be- 
ginning. A sinusitis is cured by the iodine- 
in-oil displacement treatment, properly and 
frequently applied. 

If the patient acquires a new coryza, the 
fire is built for a new sinusitis. However, it 
is a new sinusitis, not a recurrence, in most 
cases. It is easily dispatched by suction-dis- 
placement treatment. Home treatment for 
sinusitis is unavailing and always will be, for 
the reason that no new drug or drugs will 
ever take the place of knowledge and skill. 

For the patient to save money, early skilled 
treatment is advised. To delay exposes him 
to a sinusitis that may go on to brain abscess, 
otitis and mastoiditis, or osteomyelitis of the 
bones of the skull. 

T. J. H. Gorrett, M.D. 

Chicago Heights, Ill. 
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Differential Diagnosis in Pulmonary 


Disease* 

[= is well to keep in mind the following 

thirteen special points in the differential 
diagnosis of pulmonary tuberculosis. Dog- 
matism in medical diagnosis is risky, but it 
seems safe to emphasize these basic require- 
ments: 

1.—Pulmonary tuberculosis must constantly 
be kept in the foreground. 

2.—Good stereoscopic x-ray films are es- 
sential in diagnosis. 

3.—Failure to examine sputum is equal to 
malpractice. 

4—Failure to find tubercle bacilli after re- 
peated attempts is a great argument against 
the presence of tuberculosis. 

5.—In all children under twelve and in all 
uncertain adult cases, an intradermal tuber- 
culin test should be made. Many adults will 
react negatively, and that throws out tuber- 
culosis. 

6—A carefully taken history is of great 
importance. It need not be long. Quality 
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is way above quantity. Do not leave this 
to an assistant. Do it yourself. 

7.—Resort promptly to bronchoscopy and 
lung mapping with lipiodol in all doubtful 
cases that are really ill. 

8.—Remember that persistent absence of 
tubercle bacilli from sputum merely excludes 
tuberculosis. The patient is not a bit better 
than before. Continue to search the sputum 
for some definite cause of infection. 

9.—The ravages of bronchiectasis are almost 
never like those of tuberculosis unless they 
coexist, and then tuberculosis is the primary 
disease to be treated. 

10.—Hemoptysis is not pathognomonic of 
tuberculosis. 

11—Extremely acute postoperative pul- 
monary symptoms should direct the diag- 
nostic finger toward abscess. 

12.—Fibrotic conditions arise in the pres- 
ence of chronic sinusitis and other chronic 
infections elsewhere in the body. There may 
be acute fibrotic pulmonary conditions. Think 
of them. 

13.—Pulmonary carcinoma is on the in- 
crease. In the primary type bronchoscopy is 
invaluable diagnostically. In the metastatic 
type the diagnosis is of scientific interest 
only. 

Pau. H. Rincer, M.D., F.A.C.P. 
Asheville, N. C. 
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Relief of Chronic Bronchial Asthma 


‘THERE remains a small group of asthmatics 

who are not helped by specific desensitiza- 
tion, elimination of foci of infection, psychic 
regulation, alteration of environment, and 
symptomatic medication, including epinephrin. 

Ether, given by the drop method to the 
point of producing surgical anesthesia, and 
maintained for 25 minutes, gave relief to such 
a group, for periods varying from four hours 
to six months. During the period of relief, 
specific desensitization methods were often 
effective that had not been so, previously. 
In several instances, anesthesia was given re- 
peatedly. 

In status asthmaticus (patients in persist- 
ent, intractable asthma, unrelieved by re- 
peated doses of epinephrin, colonic ether- 
oil retention enemas quite frequently broke 
up the attack. The adult dose is five to 
seven ounces (depending on the weight), of 
equal parts of olive oil and ether. The per- 
ineum and rectal tube are well lubricated 
with vaseline. The solution is introduced 
slowly, so that there is no desire to defecate, 
over a period of twenty minutes. The nar- 
cosis is usually deep, lasting several hours. 
In children of from five to seven years, one 
or two ounces of the mixture is usually suf- 
ficient—I. S. Kaun, M.D., in South. M. J., 
June, 1937. 
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Irrigation of the Lungs* 


| HAVE treated morbid conditions of the 
lungs by irrigation with silver protein solu- 
tions over a period of many years, and have 
found the measure applicable generally and 
in many instances it is effective in subacute 
and chronic abscess, in limited suppuration of 
the lung, in bronchiectasis, and in all stages 
of catarrhal or purulent bronchitis, whether 
limited or affecting large areas. Its use has 
been highly beneficial in the bronchitides fol- 
lowing the acute infectious or eruptive dis- 
eases, especially in la grippe, and in the 
bronchitis popularly called “cold on the 
chest.” In the latter affliction it is of imme- 
diate positive value; marked symptomatic re- 
lief is afforded almost at once. It finds a 
place in asthmatic bronchitis, in initial pul- 
monary tuberculosis (primary focus), and in 
persistent localized pneumonitis as a “hang- 
over” of influenza. 

The solution I commonly use or prefer in 
most cases consists of Argyrol, or silver 
nucleinate, dissolved in distilled water or 
physiologic salt solution in the proportion of 
from 0.25 to 1 percent. A greater concentration, 
however, may be administered with safety. 
Where a very large quantity of the solution 
is injected, the strength may be more at- 
tenuated. When the salt solution is used as 
a menstruum, the solution should be made 
up fresh each time. I have infused physi- 
ologic salt solution many times with happy 
results. I have introduced a few other non- 
irritating organic silver solutions in different 
strengths, with apparently good results. 

The quantity of the solution that may be 
administered will depend, like that of the 
silver component, upon the local require- 
ment and condition, as determined by the 
character of the lesions, their duration and 
extent, and the number of irrigations sought 
to be given, and may therefore vary in 
amount from 5 cc. to 30 cc. or more for one 
lung, or double that quantity for both. The 
larger quantity is easily retained by the lungs. 
No harmful effects of any kind and no evi- 
dence of argyria have developed during the 
lapse of many years. 

How frequently irrigation may be given 
will depend altogether upon the general char- 
acter of the lesions and the progressive traits 
of the individual case. For example, a simple 
acute bronchitis or “cold on the chest” may 
be irrigated with the weaker solution once 
or twice daily. General and local improve- 
ment should be experienced in a few min- 
utes. Mild chronic cases, including abscesses, 
should receive two or three treatments a 
week, or oftener if deemed necessary. Better 
results follow frequent administration. 

The administration of the solution is made 
by means of an ordinary laryngeal syringe 
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(metal, or glass and metal) holding from 5 to 
10 cc. or more. A laryngeal mirror, aided by 
reflected light from a head mirror, may be used 
in directing the cannula of the injector, the 
tongue being held out by the patient. The 
common metal tongue depressor, assisted by 
the head mirror alone, will answer the pur- 
pose equally well. I introduce the end of 
the cannula to just above the vocal cords, or 
pass it through the rima glottidis into the 
larynx. During gentle breathing the cords 
are widely separated. When the cannula is 
in position I empty the entire contents of the 
syringe, requiring about eight seconds. When 
properly and cautiously performed, straining, 
gagging, coughing, or retching need not be 
occasioned. This fact is of prime importance 
when tuberculous lesions exist in the lungs. 
Many intelligent children take to the treat- 
ment readily. 

In introducing the solution designed for the 
lower lobes, the patient is seated on a re- 
clining chair or table and instructed to lean 
a trifle toward the diseased side while the 
solution is being introduced. If both lower 
lobes are to be irrigated at one sitting, the 
patient is inclined first to one side and then 
to the other. This will insure each lobe’s re- 
ceiving the desired amount. 

As soon as the solution is introduced, in a 
case of bronchitis or bronchiectasis, the pa- 
tient is quickly inclined backward and held 
in the horizontal plane, or the body may be 
tilted slightly below the horizontal plane. 
The patient is now requested to cough twice 
or three times quite vigorously. The cough- 
ing will act as a siphon and draw the solution 
from the periphery of the lung back into 
the large bronchi and bronchioles and permit 
the medicine again to diffuse into the outer 
or now inferior air capillaries of the lungs. 
In two or three minutes the person is directed 
to turn over on the abdomen without elevat- 
ing the shoulders and to cough once or twice 
more. After lying in the prone position for 
three or four minutes the individual is asked 
to turn on his back, thus completing one 
revolution. The patient is now brought to a 
sitting attitude and dismissed. The turning 
of the patient is assisted by guiding the 
ankles and feet. The purpose of rotation is 
to cause the medicine to be brought in con- 
tact with all surfaces of the bronchioles, and 
at the same time allow the solution to flow 
from the smaller bronchi of the upper into 
the lower section of the lungs. In small ab- 
scesses in the lower lobes turning is not so 
important and coughing need not be re- 
quested. 

When introducing the solution into the 
upper and middle lobes, the patient is made 
to lie in an almost horizontal position (at 
165°), on the affected side, with the head and 
shoulder slightly raised above the plane of 
the body. In that attitude the medicine will 
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flow directly into the bronchus leading to 
the middle and upper lobes. As speedily as 
is convenient, following the introduction of 
the solution, the patient is turned either on 
his back or forepart, depending upon the 
location of the abscess. In cases of bronch- 
itis or bronchiectasis, both positions, back and 
front, are requisite. 

WuiaM F. A. Scuuttz, M.D. 

St. Louis, Mo. 


Chronic Cough in Childhood 


CHILD’S chronic cough may be caused by 

trouble (inflammation or other disease) in 
the respiratory organs themselves; by stimu- 
lation of the respiratory tract by pressure 
(enlarged glands); or by irritation by dust, 
smoke, food particles, etc. 

Examine the throat for diseased tonsils 
and post-nasal drip from infected sinuses; 
the chest for pleural effusion and bronchitis 
(coarse rales throughout the lungs). Asth- 
matic bronchitis will be made evident by the 
history and symptoms. Bronchitis in a 
child may cause localized areas of collapse, 
and lead to a diagnosis of lung fibrosis, 
bronchiectasis, or tuberculosis. Unresolved 
pneumonia may lead to fibrosis. 

Enlarged bronchial glands are recognized 
by the persistent, troublesome cough, not re- 
lieved by expectorants. In childhood, tuber- 
culosis is almost always an acute disease, but 
the tuberculin test should be made.—H. M. 
Oppy, M.D., in Med. Press & Circ., April, 
1937. 
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Dose with a Benzedrine Inhaler 


ca UL tests have shown that the largest 
amount of Benzedrine obtained from one 
of the commercial inhalers with two inhala- 
tions (the dose recommended) is 0.67 mg. 
The average amount is 0.2 mg. 

On this basis it would require 315 inhala- 
tions at one time to equal the average oral 
therapeutic dose of 20 mg. of Benzedrine Sul- 
fate. Natural loss of Benzedrine through ex- 
halation might further widen the margin of 
safety. Therefore serious toxic reactions from 
the use of the Benzedrine inhaler appear un- 
likely, even with gross overdosage-—NATHAN 
A. Srmpson and Etsie Srmon, in A. J. Phar- 
macy, July, 1937. 


Treatment of Acute Laryngitis 
SILENCE is the first point in the treat- 


ment of laryngitis. The patient should 
write out answers, questions, etc. Inhalations 
of steam from boiling water containing a few 
drops of a saturated solution of camphor and 
menthol will relieve soreness. Potassium 
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iodide, in 5 to 15 grain (0.325 to 1.0 Gm.) 
doses thrice daily, will increase secretions. 
Freshly ground horse-radish, taken liberally 
on buttered bread, will clear out the sinuses 
(and thus prevent reinfection of the larynx) 
better than any other known substance taken 
by mouth. Elimination should be carried out 
by a laxative (a compound cathartic pill, 
followed by magnesium sulphate), free sweat- 
ing, and drinking of hot lemonade. No Dover's 
powders or tablets should be given, as they 
suppress secretions. Smoking should be 
stopped. If not, have the patient throw away 
a cigarette or cigar without burning up the 
last inch, so that the smoke is filtered, cooled 
and condensed before it reaches the larynx 
and bronchi. If a pipe is used, it should be 
changed every time; only long stemmed pipes 
should be used.—CHEVALIER JACKSON, M.D., and 
CHEVALIER L. JACKSON, M.D., in “The Larynx 
and Its Diseases” (W. B. Saunders & Co.). 


"O-R-95" in the Treatment of Inflam- 
matory Diseases of the Throat 


ToEar the majority of the medical profes- 
sion is convinced that gargling is not the 
best treatment for inflamed mucous mem- 
branes of the mouth and throat, especially of 
diseased tonsils. 

One of our foremost surgeons has made the 
statement that gargling is perhaps, as a rule, 
a useless procedure. If we consider the his- 
tology of inflamed tonsils, we will certainly 
understand that gargling, as well as squeez- 
ing, or any other mechanical disturbance, is 
only apt to spread the inflammation to sur- 
rounding tissues. 

Furthermore, x-ray studies have shown that 
liquid gargles do not touch the tonsillar area 
nor the posterior pharyngeal wall and can- 
not, therefore, be of any substantial thera- 
peutic value. On the other hand, the same 
controls have shown that there is a very good 
possibility of bringing proper medication in 
close contact with all diseased areas of the 
mouth and throat by giving to the patient 
lozenges, which have to be sucked slowly. 
The saliva containing the dissolved lozenge 
being swallowed, impregnates the whole lin- 
ing of the mouth and pharynx. 

With this idea in mind, it was decided to 
experiment with “O-R-95"* tablets in throat 
therapy, and it was surprising how promptly 
these lozenges controlled pain and discomfort 
in cases of stomatitis, glossitis, acute and 
chronic pharyngitis and tonsillitis, quinsy, 
and acute and chronic inflammations of the 
larynx. 

According to information from the manu- 
facturers, “O-R-95” tablets contain a new 
chemical unit which is a powerfully acting 


*This trade mark is being used by The Medico 
Chemical Corporation of America, pending its final ac 
ceptance by the U.S. Patent Office.—Eb. 
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local anesthetic and at the same time a strong 
disinfectant. Pharmacologic and toxicologic 
experiments have shown that this drug pene- 
trates the mucosa and the deeper tissue lay- 
ers of the upper respiratory and digestive 
tract, and that the anesthesia produced is in- 
tense and of long duration. The disinfecting 
effect is high. Tested according to the Fed- 
eral Drug Administration method, “O-R-95” 
has a phenol coefficient of 62. 

In these laryngologic tests it was found that 
simple inflammatory tonsillitis reacts very 
favorably to this drug. After the use of a 
few tablets, the severe pain on swallowing 
ceases and redness of the throat and of the 
tonsillar pillars disappears. Good results were 
also observed in cases of follicular and lac- 
unar tonsillitis. With a few exceptions, the 
high temperature went down and, on the fol- 
lowing day or two, coatings were shed. The 
subjective symptoms also diminished much 
earlier than in the control cases. 

This drug was particularly useful in abort- 
ing incipient sore throat, manifested by 
scratchiness and roughness, gradually increas- 
ing pain on swallowing, and hoarseness. In 
some cases of tuberculosis of the larynx, with 
pain on swallowing, it relieved the patients 
satisfactorily. In cases of hawking and chok- 
ing, due to postnasal drip, and granular phar- 
yngitis in which the patient’s throat has be- 
come greatly irritated and inflamed, irritation 
and pain were promptly controlled by the 
use of these tablets, and the patient stopped 
his habit of constant hawking. In cases of 
arytenoiditis, which caused pain on swallow- 
ing, there was marked relief following the 
use of the tablets. 

In local anesthesia tonsillectomies, two “O- 
R-95” tablets are given, with satisfactory re- 
sults, 10 minutes before the injection of 
procaine, in order to relieve the gagging re- 
flex. Also in the after-treatment of tonsil- 
lectomies, especially on the second day, pain 
and excessive salivation were efficiently 
checked by the use of these tablets. 

No particular attention was paid to dosage. 
Patients were permitted to use the tablets at 
their own discretion, until the soreness in the 
throat was entirely relieved. I was, however, 
particular to instruct my patients not to 
chew the tablets, but to suck them slowly, 
and to swallow the saliva containing the dis- 
solved substance. 

No harm has been observed from the use 
of these tablets, even in doses of 5 to 10 tab- 
lets a day. No complaint has been made by 
the patients of gastro-intestinal discomfort, 
or of any other disturbance from the use of 
the tablets. 

E. Markey Putten, M.D. 

New York City. 
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NOTES AND ABSTRACTS 


Clin. Med. & Surg. 


Hay Fever As a Cause of Bronchitis, 
Asthma, and Respiratory Disease 


™ the average case, hay fever symptoms 

consist of sneezing, rhinorrhea, and tearing 
and itching of the eyes and nose, which ‘are 
present only during the period of pollination 
of the plant to which the individual is sensi- 
tive. Pollen may also affect the bronchi in- 
stead of the nose and eyes, with a resulting 
cough and expectoration, which, however, 
occurs only during the hay fever season. 

While many hay fever patients never de- 
velop bronchial complications even after years 
of suffering, about 30 percent do develop 
bronchial asthma. Such asthma may persist 
the year around, if the patient becomes sen- 
sitive to dust, feathers, orris root (in face 
powders), horse, dog or cat dander, and foods. 
If a hay fever patient notices that the nasal 
secretion has become thick and purulent in- 
stead of thin, and that the symptoms do not 
respond to the usual remedies, it is probable 
that sinusitis is appearing as a complication. 
Pollen asthma may occur in the absence of 
hay fever—Harry Marxow, M.D., in Med. 
Rec., May 19, 1937. 


ee 
Look over the Classified Ads 
under “Business Opportunities.” 
—_————__ 


Chest Lesions That Cannot Be 
Diagnosed Early 


a number of cases, a definite diagnosis 
cannot be made between tuberculous and 
nontuberculous pulmonary disease, despite 
laboratory and x-ray evidence. This is 
especially true in the upper lung fields. In 
a number of cases, acceptance of the first 
x-ray impressions resulted in wrong diag- 
noses, pneumonia and tuberculosis being con- 
fused. The character of the early illness did 
not furnish any satisfactory indication of the 
ultimate outcome. In such cases, clinical 
observation and laboratory findings, over an 
observation period of three months, provided 
the correct diagnosis. The x-rays were of 
great value in correlating the clinical con- 
clusions, (These are the rare cases; usually 
the x-ray study is the most important factor 
in making an early diagnosis). — Lewis 
Danie, M.D., in Minn. Med., May, 1937. 


e-—_——_ 


Dosage of Prontylin 


| AM very much interested in Dr. Ives’ 

criticism in regard to the dosage of Pron- 
tylin, but I do not believe that his disagree- 
ment with Dr, Long’s opinion calls for any 
special comments. Such differences are na- 
turally to be expected with any new drug 
and, quite possibly, as clinical investigation 
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progresses, our present concepts regarding 
the dosage of Prontylin may be modified. 
However, as all medical readers are aware, 
Dr. Long has had an exceptionally extensive 
experience with Prontylin and is considered 
an authority on the treatment of bacterial 
infections with the drug, having contributed 
a number of oustanding reports to the 
American literature on the subject. His 
dosage scheme, which is based on the rapid 
production of a high concentration in the 
blood and maintaining it as long as neces- 
sary, has been arrived at only after careful 
investigation and is the one generally adopted 
by American physicians. Furthermore, in his 
reports, such as the one appearing in your 
journal, the tolerance to the product is thor- 
oughly discussed and the various by-effects 
which may develop are enumerated and their 
treatment outlined. By reading these articles 
a physician may familiarize himself with the 
toxicity of the compound. 
E. J. Fotey, M.D. 
New York, N. Y. 
—_—_—— —@— ———$$_$___— 
The products we advertise are worthy of your 
attention. Look them over. 


———_e-—-——_--- 


Simple Treatment of Hydrocele 


* treating hydrocele, the scrotum is washed 

with soap and water, the area painted 
with tincture of iodine, and the point of 
puncture infiltrated with procaine hydro- 
chloride solution. An 18- or 20-gage needle 
is tunnelled under the skin for % inch (to 
prevent leakage of the solution), and then 


introduced well into the sac. The fluid is 
then thoroughly aspirated and the scrotal 
contents carefully palpated for abnormal 
testicular thickening or enlargement. If the 
testicle, epididymis, and cord do not feel 
exactly like those on the opposite side, an 
open operation must be done for the hydro- 
cele, at which time malignant disease or tu- 
berculosis can be definitely diagnosed and 
early treatment instituted. The fluid is exam- 
ined microscopically for pus or blood. 

Two (2) cubic centimeters of quinine hy- 
drochloride and urethane (the same as that 
used for varicose veins) are then injected. 
Fluid usually accumulates after the first 
treatment. The injection is then repeated in 
one week, at which time 3 to 4 cubic centi- 
meters are given. Three weeks are then 
allowed to elapse, to allow any residual fluid 
to be absorbed. If fluid persists, the injec- 
tions may be given at three-week intervals. 
If tenderness and swelling of the epididymis 
and testicle occur, treatment is postponed 
for four weeks, Usually there are no com- 
plications—G. H. Eweit, M.D., in Urol. & 
Cut. Rev., April, 1937. 


PYOGENIC MENINGITIS 
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An Improved Micro Slide Holder 


EASY handling, time-saving manipulation, 
and freedom from contamination are some 
of the advantages gained for the busy lab- 
oratory worker by using the new multiple 
slide holder devised and patented by Howard 
F. Brubach and made by Fisher (see Fig. 1). 
The new holder ac- 
commodates six mi- 
croscopic slides which 
are held in such a 
position that adjacent 
slides cannot possibly 
touch each other and 
cause the stains to 
smear. When the 
slides are in the 
holder they will stand 
securely when placed 
on end, without any 
extra support. 

When the holder 
with the slides is re- 
moved from a stain- 
ing dish, the slides are 
first tilted slightly; 
this will permit the 
solution to drain 
quickly and com- 
pletely; contamination 
caused by carrying 
solution over from one 
dish to the next is 
therefore reduced to 
the minimum. 


Courtesy of 
Fisher  Scien- 
tific Co. 


Fig. 1:—The 
Fisher-Brubacb 
slide holder. 
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New Treatment of Pyogenic 
Meningitis 
yo of the mortality in meningitis is 
due to the increased intracranial pres- 
sure. Lumbar punctures are not entirely 
satisfactory, as they result in sudden changes 
of pressure. 

The insertion of a large needle, through 
which a ureteral catheter can be introduced 
directly into the spinal canal, is carried out 
under Novocain (procaine) or light nitrous 
oxide anesthesia. The catheter is cut off so 
that four inches protrude from the skin, and 
two centimeters project into the spinal canal 
(subarachnoid space), and then fixed in place 
with sterile adhesive tape. A large, absorbent 
dressing is then placed over it. Spinal fluid 
will thus drain continuously. Two (2) se- 
verely ill cases of mieningitis (influenza bac- 
teria) recovered with this treatment. Fluids 
must be forced by mouth, so that an in- 
creased production of spinal fluid will 
mechanically wash away the infectious prod- 
ucts in the spinal canal.—L. T. Furtow, M_D., 
in South. M. J., June, 1937. 
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Adrenal Therapy in Respiratory 
Diseases 


T= duration and severity of colds have 
been lessened by feeding raw adrenal 
glands. In children with asthma, colds less- 
ened in number and severity, and bronchitis 
and asthma gradually disappeared. 

Similar treatment for the fatigue of tuber- 
culosis resulted in general improvement. It 
was able to protect 30 percent of three dif- 
ferent series of guinea pigs against infection 
with the tubercle bacillus, and also caused 
the disappearance of reactions to tuberculin 
and the antigens causing asthma. Improve- 
ment in the general physical state was in- 
variable in asthmatic patients ——F. M. Potren- 
cer, M.D., in Endocrinology, July, 1937. 


Relief of Acute Pleural Pain 


JN pneumonia and pleurisy, the sharp pain 
in the chest may be relieved by the in- 
jection of a small amount of air (300 cc.), 
followed in a day or two by 200 cc. additional, 
if pain persists. The air prevents the in- 
flamed pleural surfaces from rubbing.—Evarts 
GraHam, M.D., in Ann. Surg., May, 1931. 


Indications for Oxygen Therapy 


XYGEN is indicated in shock (traumatic 
or surgical), pneumonia, severe asthma, 
acidosis in severe infections, and acute alco- 


holic poisoning. It is life-saving in children 
with bronchopneumonia and some severely 
septic patients with high temperatures. The 
oxygen must be humidified and cooled. It 
can be administered economically by use of 
a catheter placed in the nose and extending 
down to the level of the uvula—J. Morr 
Rawuincs, M.D., Southw. Med., July, 1937. 


Helping the Pneumonia Patient 


DP MEUMONIA is an infectious process, and 

drainage is necessary in any infection. 
There is a close resemblance between pneu- 
monia and atelectasis (collapse of the lung), 
as observed postoperatively. Do not handi- 
cap the patient with dressings, plasters, or 
pneumonia jackets, which embarrass respira- 
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tion. The affected side should be uppermost, 
to insure drainage (the patient prefers ta 
have affected side down). Do not give op- 
iates, which depress respiration and cough, 
nature’s most effective methods of obtaining 
drainage. Inhalations of carbon dioxide and 
oxygen help to ventilate the lung —Contey H. 
Sanrorp, M.D., in South. M. J., Aug., 1937. 


Nasal Medication 


Mest nasal medications are injurious, as 
they wash off the protective nasal mucus 
and slow up the defensive ciliary action. 
These remedies include solutions containing 
menthol, camphor, eucalyptol, and certain 
silver preparations commonly advocated for 
use in children. Use 42 to 1 percent ephedrine 
in physiologic saline solution, which stimu- 
lates ciliary action—THEopoRE Watsn, M_.D., 
in Ill. M. J., April, 1937. 


—_@ —- —— 


The Prophylaxis of Laryngitis 


PEAKERS, lawyers, and teachers cannot 

afford to have laryngitis. They may be 
told that the daily consumption of four to- 
matoes, one lime or lemon, and a head of 
lettuce will absolutely prevent acute laryn- 
gitis CHEVALIER JACKSON, M.D., and CHEvA- 
LIER L. JACKSON, M.D., in “The Larynx and 
Its Diseases” (W. B. Saunders & Co.). 
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Prevention of Tonsillectomy 
Bleeding 


T°? prevent bleeding after tonsillectomy: 

1—Give vitamin C in the form of orange 
juice (or two cevitamic acid tablets daily) 
for four days preoperatively. 

2.—Do not operate on acutely or subacutely 
inflamed tonsils. 

3.—Examine the pharynx carefully for ab- 
normal pulsation, and if found, do not oper- 
ate. There may be an anomalous internal 
carotid artery or branch. 

4.—Arteriosclerotic or hypertensive patients 
are poor risks.—M. C. Myerson, M_.D., in A. J. 
Surg., April, 1937. 
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Chronic Cough 


f VERY patient with chronic cough, bron- 

chitis, bronchiectasis, or asthma, should 
have an examination of the nose and sinuses, 
with x-rays, if necessary—J. R. Lunpsay, 
MLD., in Ill. M. J., April, 1937. 


"Cold" or Allergic Rhinitis? 


|F in doubt whether a patient has a “cold” 

or allergic rhinitis, make a thin smear of 
the nasal secretion and stain it with Wright's 
stain. If eosinophiles are found, the condi- 
tion is allergic (feathers, hay fever, dust, 
flour, food) ; if polymorphonuclear neutrophils 
are in excess, the secretion results from in- 
fection (“cold,” sinusitis)—J. R. Lunpsay, 
MLD., in Ill. M. J., April, 1937. 


Is Pulmonary Tuberculosis Ever 
Basal? 
TH statement is usually made that physical 


findings limited to the lower part of the 
lung (base), justify the exclusion of tuber- 


culosis as a possible cause. Even in the rare 
cases of pulmonary tuberculosis at the base 
of the lungs, usually there is apical involve- 
ment, also.—Oscar Ractns, M.D., in Radiolog. 
Rev., May, 1937. 


Acute Influenza 


\F influenza comes on acutely, with fever of 

102° to 104° F, and great prostration, to be 
followed by slow convalescence over a period 
of four to six weeks, the sputum should be 
examined and the chest roentgenographed, in 
a search for evidence of pulmonary tuber- 
culosis——Paut Rincer, M.D., in N.Y. St. J. of 
M., June 1, 1937. 


The Diagnosis of Influenza 
EMEMBER, never to make a diagnosis of 
influenza unless the patient presents a 

vaccination scar.—ARCHIBALD Hoyne, M.D., in 
an address to the Chicago Medical Society. 


Postencephalitic Respiratory 
Disorders 


[= is now rather generally recognized, espe- 

cially among neuropsychiatrists, that many 
cases of respiratory disorders—paroxysmal 
dyspnea, bradypnea, tachypnea, apnea with 
cyanosis, Cheyne-Stokes respiration, etc.— 
formerly considered as being manifestations 
of hysteria or some other neurosis, are sequels 
of encephalitis lethargica. The only treat- 
ment known to be of value in these condi- 
tions is psychotherapy, intelligently and in- 
dividually applied —Smirn Ety Jecuirre, M.D., 
Pu.D., in “Postencephalitic Respiratory Dis- 
orders” (Nerv. and Ment. Dis. Pub. Co., 1927). 
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Value of Tuberculin Test 


HE intradermal or Mantoux tuberculin test 

before the third year, coupled with what- 
ever symptoms may be present, is valuable 
evidence of existing disease. A positive test 
at older ages, confirms the pre-existence of 
a tuberculous infection, but does not clinch a 
diagnosis of present disease. A negative test 
rules out tuberculosis—Pavut Rincer, M.D., 
in N.Y. St. J. of M., June 1, 1937. 


Cough Following Measles 


A COUGH, persisting after measles, should 

remind one that measles is the most fre- 
quent precursor of tuberculosis in children, 
and lead to the employment of the simple 
tuberculin test—H. B. Kern, M.D., in Penn. 
M. J., Feb., 1929. 


Inhalation Pneumonia in Infants 


N six infants who had been fed cod-liver oil 

with a teaspoon, one of which had been 
given “nose drops” five times a day for four 
days, pneumonia began with fever and active 
physical signs in the chest, and resolved very 
slowly. This, with the similarity of the dis- 
ease picture, the exclusion of tuberculosis as 
a cause, and the roentgenologic findings in the 
chest, suggests lipoid pneumonia, due to the 
inhalation of oils—SrepHen S. SANDERSON, 
M.D., in A. J. Roentgenol. & Radium Ther., 
Dec., 1936. 
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THE DOCTOR'S STUDY 


NEW BOOKS 


Any book reviewed in these 
columns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


All that mankind has done, thought, gained 
or been is lying, as in magic preserva- 
vation, in the pages of 
books.—TuHomas CARLYLE. 


Jackson & Jackson: The Larynx and 
Its Diseases 


THE LARYNX AND ITS DISEASES. By 
Chevalier Jackson, M.D., Sce.D., LL.D., 
F.A.C.S., Professor of Bronchoscopy and Es- 
ophagoscopy, Temple University, Philadel- 
phia; and Chevalier L. Jackson, A.B., M.D., 
M.Sc. (Med.), F.A.C.S., Professor of Clinical 
Bronchoscopy and Esophagoscopy, Temple 
University, Philadelphia. With two hundred 
and twenty-one illustrations, including 11 
plates in color. Philadelphia and London: W. 
B. Saunders Company. 1937. Price, $8.00. 

It has seemed to the authors that there is 
in the United States no recent textbook de- 
voted exclusively to the larynx and its dis- 
eases and that the larynx has been somewhat 
neglected in practice as well as in literature. 

Every practitioner of medicine, as well as 
every medical student, feels the need of a 
promptly available, well-illustrated presen- 
tation of diseases of the larynx from the 
present-day viewpoints. This book is an ef- 
fort to supply such need; it is based, not on 
literary research, but on clinical work, and 
sketches made directly from the patients were 
the basis of the colored illustrations. The 
general illustrative materials are compre- 
hensive and composite rather than strictly 
pictorial, in the sense that they show more of 
the interior of the larynx than could be 
caught in a single exposure of the camera. 


The wide experience and reputation of the 
senior author insures the text’s being prac- 
tical, well selected, comprehensive, and thor- 
oughly digested. The case reports have been 
chosen from an enormous mass of clinical 
material. Particular attention has been paid 
to the early diagnosis and treatment of can- 
cer of the Loom 

There are 23 chapters devoted to anatomy, 


physiology, and the various disease entities 
affecting the larynx. 

This new book should demand the atten- 
tion of throat specialists, internists, and sur- 
geons, as well as general practitioners. The 
bookwork leaves nothing to be desired. 
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Hoyle and Vaizey: Chronic Miliary 
Tuberculosis 


(monic MILIARY TUBERCULOSIS. By 
Clifford Hoyle, M.D., M.R.C.P., Assistant 
Physician to the Hospital for Consumption and 
Diseases of the Chest, Brompton, England; 
and Michael Vaizey, M.B., M.R.C.P., Medical 
First Assistant and Registrar, London Hosp- 
ital. London: Oxford University Press. 1937. 
Price, $4.25. 

Ten years or so ago, such a title would 
have been considered an evidence of poor 
medical knowledge, as miliary tuberculosis 
was then always considered to be acute and 
always fatal in a few months. 

Because of the increasing use of the x-rays, 
the diagnosis of miliary tuberculosis has be- 
come more common, and thus the authors 
were able to collect several hundred cases, 
of which 120 were considered proved. The 
cases were not considered chronic unless the 
duration was over three months or more. 

The diagnosis of chronic miliary tubercu- 
losis is difficult, unless tuberculous menin- 
gitis coexists. Enlarged lymphatic nodes, 
skin from a tuberculous lesion, the Mantoux 
test (in an infant), recovery of the bacillus, 
and histologic diagnosis point the way. The 
one most important aid is the x-ray study, 
which brings out the fine opacities in the 
lung fields, and miliary calcifications in the 
spleen and liver. Secondary neoplastic de- 
posits in the lungs (carcinomatosis, sarcoma- 
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tosis, chorioepitheliomatosis) can be differen- 
tiated because they produce a few compara- 
tively large opacities. 

Such a monograph is of value in calling 
our attention to the disease and in stimulating 
us to study chest roentgenograms more 
closely. 

oo 


Kayne: Tuberculosis Control 


HE CONTROL OF TUBERCULOSIS IN 

ENGLAND. Past and Present. By G. 
Gregory Kayne, M.D., M.R.C.P. (Lond.), D. 
P.H., Deputy Medical Superintendent, County 
Sanatorium, Clare Hall, Middlesex; Exam- 
iner to the General Nursing Council for Eng- 
land and Wales; Dorothy Temple Cross Re- 
search Fellow in Tuberculosis, 1933-35. With 
Foreword by Sir Humphrey Rolleston, Bart., 
G.C.V.O., K.C.B. London: Oxford University 
Press. 1937. Price, $3.00. 

“The disease that still kills more than twice 
as many individuals as any other single cause 
of death during the most productive and en- 
joyable period of life can hardly be jubilantly 
regarded as being nearly conquered.” This 
foreword indicates the importance of the 
treatise. The true control of tuberculosis has 
become a public health problem, since proof 
has accumulated as to its contagious nature. 

The volume is divided into three portions: 
(1) The Treatment and Prevention of Tuber- 
culosis before 1908; (2) The Control of Tuber- 
culosis since 1908; and (3) The Problem of 
Tuberculosis Today. The latter section con- 
tains brief resumes of recent advances in 
tuberculosis knowledge, the mortality in re- 
lation to sex and age, and a discussion of 
the present and future schemes for control of 
tuberculosis. The author is well aware of re- 
search that has gone on in this country, such 
as Opie’s epidemiologic studies, which seem 
to indicate that the sputum-positive patient 
is highly infectious, not only to the child, but 
also to the healthy adult. 


———e-—_——-—- 


Kenny: Infantile Paralysis and 
Cerebral Diplegia 


NFANTILE PARALYSIS AND CEREBRAL 

DIPLEGIA: Methods Used for the Restora- 
tion of Function. By Elizabeth Kenny. With a 
Foreword by Herbert J. Wilkinson, Professor 
of Anatomy and Dean of the Faculty of Med- 
icine, University of Queensland. Sydney, 
Australia: Angus & Robertson Limited. 1937. 
Price, $5.50. 


The contents of this book are, in part, the 
scientific explanation of the practical work 
which has been in operation in the State of 
Queensland, Australia, for sixteen years. The 
author conducts special clinics for the treat- 
ment of infantile paralysis and claims more 
satisfactory results by her methods than those 
previously obtained. This method of treat- 
ment is given in conjunction with supervi- 
sion by the physician. The author does not 
claim the restoration of dead motor cells, but 
does claim that in infantile paralysis and di- 
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plegia the impulse has been reawakened by 
her treatment when the best standard meth- 
ods failed. 


Any mode of treatment which promises sat- 
isfactory results in infantile paralysis not 
only arouses interest, but demands full in- 
vestigations. Leading Australian physicians 
speak highly of Sister Kenny's work, which 
consists mainly of special manipulation with 
conjoint physical therapeutics and improve- 
ment of the psychic outlook. 


Spiers: Fractures 


BRIEF OUTLINE OF MODERN TREAT- 

MENT OF FRACTURES. By H. Waldo 
Spiers, A.B., M.D., Professor Orthopaedic and 
Fracture Surgery, College of Medical Evan- 
gelists, Los Angeles, California. Second Edi- 
tion. Baltimore: William Wood & Company. 
1937. Price, $2.00. 


This excellent little volume is more than 
a fracture primer, but not a textbook. The 
general practitioner compelled to deal with 
automobile and industrial accident cases, also 
the student, are both confused by the multi- 
plicity of illustrations and methods described 
in the average textbook. For such, here are 
brief, lucid text and simple drawings, which 
make clear the fundamentals of home surgery 
and the high spots of their practical applica- 
tion in the best modern manner. Diagnosis 
is made easier and none but well-tested 
methods of treatment have been included. 
It fills a distinct need, and will be a valuable 
addition to the library of any general clin- 
ician, both for study and for quick reference 
in an emergency. 


Terman & Miles: Sex and Personality 
EX AND PERSONALITY. Studies in Mas- 


culinity and Femininity. By Lewis M. 
Terman and Catharine Cox Miles. Assisted 
by Jack W. Dunlap, Harold K. Edgerton, E. 
Lowell Kelly, Albert D. Kurtz, Horace G. 
Wyatt, E. Alice McAnulty, Quinn McNemar, 
Maud A. Merrill, Floyd L. Ruch. First Edi- 
tion. New York and London: McGraw-Hill 
Book Company, Inc. 1936. Price, $4.50. 

Mast people still believe that men and wo- 
men are fundamentally, if not diametrically, 
different, and that the basic difference resides 
in the structure and functions of the genital 
organs. Most physicians realize, more or less 
clearly, that sex differences go deeper than 
the genitals (to include the secondary sex 
characters), and that perhaps (or even prob- 
ably) maleness and femaleness are not so 
much opposite qualities as quantitive varia- 
tions. 

It is believed that this is the first serious 
and extensive effort to formulate a standard 
and a technic for the more or less accurate 
quantitative measurement of the relative de- 
gree of maleness or femaleness in an in- 
dividual, and for the establishment of ten- 
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tative norms. It is somewhat similar, in cer- 
tain respects, to Binet’s early achievement in 
the field of intelligence measurement. As 
Binet demonstrated the utter scientific un- 
soundness of classifying people as “normal” 
and “feeble-minded,” or “normal” and “in- 
sane,” so these authors have proved that the 
division, as to sexuality, into “normals” and 
“inverts” is fallacious, as the difference is 
quantitative, rather than qualitative. 

This is an excellent and fully-reported 
piece of pioneer investigation in a highly im- 
portant field, and as such will be of great 
and especial value to psychiatrists, psychol- 
ogists, anthropologists, and social workers, 
and of less direct value, though still highly 
interesting, to all physicians of an enquiring 
turn of mind, and to other studious and 
thoughtful people. 

The style of writing is that of an impersonal 
and unbiased report of scientific investiga- 
tion, and is decidedly technical. Appendixes 
contain complete reproductions of the tests 
used, with instructions for marking them, 
and complete technical details for their 
evaluation. .The index is adequate. The 
bookwork is excellent. 


Taber: Pocket Medical Encyclopedia 


ABER’S DIGEST OF MEDICAL TERMS. 

Medicine, Surgery, Nursing, Dietetics, 
Physical Therapy. By Clarence Wilbur Taber, 
Author, Taber's Dictionary for Nurses, The 
Cumulative Atlas of the Human Body, Taber’s 
Dietetic Charts, Dictionary of Food, Diet and 
Nutrition, etc., and Associates. Philadelphia: 
F. A. Davis Company. 1937. Price, de luxe 
binding, $5.00; standard edition with thumb 
index, $3.00; without thumb index, $2.50. 

Here is something that medical men and 
workers in allied fields have needed for a 
long time. It is both less and more than a 
medical dictionary: Less in that the rarer 
words are not included, along with the ob- 
vious compounds, adjectives, and adverbs de- 
rived from key-words; more, in that these 
omissions have permitted encyclopedic def- 
initions of many of the important words 
which remain. For instance, under “Neph- 
ritis,’ there is a discussion of the disease, oc- 
cupying an entire page, including the etiol- 
ogy, symptoms, treatment (including diet and 
nursing), etc., of the principal varieties of 
the disease. Under the names of operations, 
the important points of the various surgical 
procedures are mentioned. Drugs are not 
merely described, but their uses, action, and 
doses are given. 

Some of the sections, such as food and nu- 
trition, anatomy and physiology, physical 
therapy, etc., are unusually complete and 
elaborate, and contain words not usually 
found in abridged dictionaries and even 
specialistic vocabularies. There are several 
appendixes, containing information which is 
difficult to find elsewhere, such as lists of 
surgical instruments; of English, Latin, and 
Greek equivalents; etc. 

This compact, well-made and handy-sized 
book will serve the purpose of a medical dic- 
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tionary, for physicians who are not doing a 
great deal of highly technical reading and 
writing; and in addition will place at their 
fingertips a larger amount of general medical 
information than is contained in any other 
single volume with which we are familiar. 
The physician who has it constantly within 
reach will save its price (which is very mod- 
erate), in time and effort, every month. It 
bids fair to become one of the “indispens- 
able” desk books for students and medical 
men of all types. 


Loewenberg: Clinical Endocrinology 


CUANICAL ENDOCRINOLOGY. By Samuel 
A. Loewenberg M.D., F.A.C.P., Clinical 
Professor of Medicine, Jefferson Medical Col- 
lege, Philadelphia; Assistant Visiting Physi- 
cian, Jefferson Hospital; Visiting Physician, 
Philadelphia General Hospital, Northern Lib- 
erties Hospital, and Eagleville Sanatorium. 
825 pages with 194 illustrations. Philadelphia: 
F. A. Davis Co. 1937. Price, $8.00. 

On looking over this magnificent com- 
pendium, one’s first feeling is of amazement 
at the vast amount of knowledge so carefully 
sifted down and classified; the second is of 
admiration for the way in which thousands 
of references (up to and including 1936) have 
been incorporated without spoiling the book’s 
readability. As one examines various sec- 
tions, it becomes apparent that every advance 
in endocrinology has been recorded. 

From the clinical standpoint, the intro- 
ductory chapter is especially interesting, as 
it lists the different symptoms that endo- 
crinopathies will produce. The volume is 
highly practical throughout, because each 
gland is considered in logical sequence, from 
anatomy, physiology, and pathology, through 
to symptoms and treatment. It is practically 
a one-volume reference work, because it 
includes information on tumors, diseases, 
malformations, afd extracts, as well as lab- 
oratory findings. The work can be heartily 
recommended for any practitioner in general 
medicine or in the specialties, as its contents 
touch on every field in medicine. 


Hertzler: Local Anesthesia 
HE TECHNIC OF LOCAL ANESTHESIA. 
By Arthur E. Hertzler, A.M., M.D., Ph.D., 
F.A.C.S., Professor of Surgery in the Uni- 
versity of Kansas; Surgeon to the Halstead 


Hospital, St. Lukes Hospital, St. Marys 
Hospital and the Providence Hospital. Sixth 
ed. St. Louis: C. V. Mosby Co. 1937. Price 
$5.00. 

Dr. Hertzler’s style is always refreshing. 
As he says, “It is now generally known that 
any operation can be done under local 
anesthesia; hence the striving after melo- 
dramatic effect, by presenting pictures of pa- 
tients wearing a smile while their guts are 
being slashed about, in order to impress the 
reader with the scope of local anesthesia, is 
no longer required.” 
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There is probably no text that would be 
more suitable for the surgeon just beginning 
to use local anesthesia, or he who employs 
it only occasionally. This work is shorn of 
all confusing details in regard to solutions 
and instruments, and is not lengthened by the 
usual anatomic discussions and illustrations 
of the nerve supply to each region. The 
author believes very strongly in local anes- 
thesia by infiltration. 

Those who have a tendency to use local 
anesthesia on every patient possible, need to 
be reminded that it is not always to the 
patient’s best interest. “It is not a stunt to 
be performed as an athletic event.” 

The book is divided into sections, corres- 
ponding to the usual surgical regions of the 
body, and various procedures are grouped 
under these headings. Apparently the re- 
vision has not been thorough, as statements 
are made that are obviously those of yester- 
year. The book offers little that is new to 
the well-read surgeon or anesthetist, as the 
more technical procedures, such as brachial 
plexus block, epidural block, transsacral 
block, and other regional nerve blocks, are 
given little consideration. 

R. L. G. 
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Ross: Common Neuroses 


HE COMMON NEUROSES: THEIR 

TREATMENT BY PSYCHOTHERAPY. By 
T. A. Ross, M.D., F.R.C.P., Formerly Medical 
Director, Cassel Hospital for Functional 
Nervous Diseases. Second Edition. Balti- 
more: William Wood & Co. 1937. Price, $4.00. 

To physicians who are students, not alone 
of the manifestations of disease, but also of 
the workings of human nature, there are 
few chapters in the history of medicine more 
interesting than those which record the wel- 
come by each generation of the supposed ad- 
vancements in the treatment of disease. Cer- 
tain remedies were given and the patients 
began to improve. Patients who did not have 
the remedies continued to suffer. What the 
old physicians did not appreciate, or failed 
to value, was the effect upon the patient's 
mind of the taking of a remedy. 

Permanent cure cannot come to the neurotic 
by any physical method of treatment, be- 
cause, by his very nature, the symptom is a 
defense reflex, and will be replaced by an- 
other. As Dr. Ross repeatedly demonstrates, 
if they are gradually confronted with the fact 
that certain symptoms arose following anx- 
iety or other mental upset, the symptom will 
disappear of itself. But (and there is a very 
large but) the physician must obtain the full 
history without giving the patient an inkling 
as to his ultimate purpose, and furthermore 
he must never flatly tell the patient that there 
is nothing wrong with him. If he merely 
places the facts, suggesting the association 
of the symptom with the mental upset, be- 
fore the patient, the latter becomes aware of 
their simultaneous onset and close relation- 
ship. 

This is not Freudian psychoanalysis, with 
its limitless delving into the subconscious; it 
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is a comparatively simple attempt to remove 
the cause of a symptom. As such, it may be 
carried out by any general practitioner who 
takes time to think and study; and such men 
will profit greatly by the suggestions here 
given. 


Se 


Wood: The Sex Life 


i WOMAN PAYS. By Frank Leighton 
Wood, M.D., Fellow of the American Med- 
ical Association. Lynden, Washington: Wood 
Publications, Distributors. 1936. Price, $2.15. 
This is another addition to the list of good, 
sound books of instruction on sex which have 
recently become readily available. It is in- 
tended for laymen (especially women) and 
will give any intelligent reader who is rela- 
tively ignorant along these lines a working 
idea of the physiology and psychology of the 
sex life, from courtship to the delivery room, 
including the question of venereal diseases. 
Birth control is discussed only in a general 
way, without detailed instructions. The gen- 
eral features of sex relations are well out- 
lined, but the detailed technics of the art of 
love are omitted. The dangers of abortion 
and of inadequate care during pregnancy and 
childbirth are strongly stressed, and also those 
of “meddlesome (surgical) midwifery.” The 
comments on psychic impotence are excellent 
This is a safe and sane book to recommend 
to the newly married and those about to wed. 
as well as to the unfortunate many whose 
married life has proved to be unsatisfactory 


Lees: Venereal Diseases 


RACTICAL METHODS IN THE DIAG- 

NOSIS AND TREATMENT OF VENEREAL 
DISEASES, FOR MEDICAL PRACTITION- 
ERS AND STUDENTS. By David Lees, 
D.S.O., M.A., M.B., D.P.H., F.R.C.S. (Edin.), 
F.R.C.P. (Edin.), F.R.S.E. Third Edition Edited 
and Revised by Robert Lees, M.B., F.R.C.P 
(Edin.), Assistant Medical Officer for Venereal 
Diseases to Edinburgh Royal Infirmary and 
Edinburgh Corporation. With the Following 
Contributors: R. Cranston Low, M.D., F.R 
C.P. (Edin.), Consulting Physician for Skin 
Diseases, Edinburgh Royal Infirmary; William 
R. Logan, M.D., F.R.C.P. (Edin.), D-P.H., 
Bacteriologist to Edinburgh Royal Infirmary; 
R. C. L. Batchelor, M.A.. M.B., F.R.C.S 
(Edins), D.P.H., Director of Department of 
Venereal Diseases to Edinburgh Royal In- 
firmary and Edinburgh Corporation 
more: William Wood & Company. 1937 
$5.00. 

With the nation-wide campaign now going 
on to enlighten the public on this subject, 
many more well-informed patients will be 
coming to all urologists and general prac- 
titioners, who must be prepared to treat them 
in an up-to-date manner. 

This book is thoroughly revised, with many 
chapters having nearly all new material. The 
illustrations and color plates are particularly 
good. All forms of venereal diseases are well 
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described, with treatment in clear detail, 
largely from the standpoint of the men who 
do most of their work in the office. 

The general outlook and the selection of 
drugs to be used are decidedly British, a 
number of American favorites being omitted. 
The heat (pyretotherapy) treatment of par- 
esis, tabes, and gonorrheal infections is barely 
alluded to, and only a few words are said 
about diathermy. 

For the medical student, intern, or general 
clinician who is more or less unfamiliar with 
this type of work, the present volume offers 
a good, brief, handy-sized working intro- 
duction. 

a aaa 


Williams: Atlas of Human Anatomy 
TLAS OF HUMAN ANATOMY, WITH 
EXPLANATORY TEXT. By Jesse F. 

Williams, M.D., Faculty, Columbia University, 

New York City: Colored Illustrations by 

Franz Frohse, University of Berlin, Max 

Brodel, Johns Hopkins University, and Leon 

Schlossberg, Johns Hopkins University. New 

York: Barnes and Noble, Inc. 1937. Price, 

$2.00 ($1.25 paper-bound). 

This handy-size volume will be a godsend 
to the teacher of elementary anatomy and 
to the physician who wishes to point out 
some anatomic fact to a patient. It may be 
safely given to those individuals who are 
interested in their bodies, as the description 
is clear, yet accurate, and the eight-color 
lithographs bring out anatomic relationships 
in a striking way. The attempt is made to 
view the body as a whole; then the important 
organs are taken up separately in superb 
illustrations, 
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Cunningham: Textbook of Anatomy 
TEXTB00K OF ANATOMY. By Daniel J. 

Cunningham; Edited by J. C. Brash, M.A., 
M.D., F.R.C.S. (Ed.), Professor of Anatomy, 
University of Edinburgh; and E. B. Jamieson, 

D., Lecturer in Anatomy, University of 
Edinburgh, with Contributions by A. B. Ap- 
pleton, M.A., M.D.; D. M. Blair, M.B., Ch.B., 
D.Sc. (Lond.); A. F. Dixon, M.B., D.Sc. 
(Dub.); John Fraser, M.C., M.D., Ch.M., 
F.R.C.S. (Ed.); R. D. Lockhart, M.D., Ch.M.; 
Sir G. E. Smith, M.A., Litt.D., D.Sc., M.D., 
F.R.C.P.; J.S.B. Stopford, M.D., F.R.S.; T. 
W. Todd, M.B., Ch.B., F.R.C.S.; David Water- 
son, M.A., M.D.; and C. M. West, M.C., M.B., 
B. Ch. Seventh Ed. 1,171 figures (653 in colors) 
and 121 radiographs. New York: Oxford Uni- 
versity Press. 1937. Price, $10.00. 

It is a pleasure to pick up this beautiful 
example of the printing art; to observe the 
touch of modernity given to the old science 
by sharp black-on-white radiographs on 
glossy paper; to admire the numerous col- 
ored illustrations; and to read the clear text. 
Those who believe that anatomy is a “dead” 
science should compare this text with one 
written ten years ago. It has become prac- 
tical, useful, interesting. 

A novel advance is the use of photographs 
to delineate muscles of the human body in 
action. Roentgenograms illustrate the ana- 
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tomic relationships of deep-seated organs. 
Anatomic dissections are well portrayed by 
clear illustrations, many in color. The text 
has been revised, in the light of recent ad- 
vances in knowledge, and made more read- 
able. As usual, the more important infor- 
mation is given in larger type and that less 
important is relegated to small type. 

This is the best book bargain your re- 
viewer has seen in a year—1,500 such pages 
for ten dollars. 
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Faegre & Anderson: Child Training 


c= CARE AND TRAINING. By Marion 
L. Faegre, Assistant Professor of Parental 
Education, and John E. Anderson, Director 
Institute of Child Welfare, University of 
Minnesota. Fourth Edition Revised. Minn- 
eapolis: The University of Minnesota Press. 
Price, $2.50; text edition, $2.00. 

Based on scientific studies and results of 
research investigations in the field of child 
training by physicians and educators, this 
volume meets the growing demand of parents 
for a practical guide-book in child-care 
problems. 

The scope of subject matter is compre- 
hensive; all phases of child development— 
mental, emotional, physical, and social—and 
related topics, such as health, personality 
traits, sex education, and parental influence, 
are presented in detail. Type situations are 
set up; definite solutions to specific questions 
are pointed out; and methods advised for 
forestalling undesirable habits. 

It is significant that the authors are parents 
themselves and experienced in actual child- 
care situations. Their point of view is essen- 
tially practical, sensible, and sympathetic. 

The book is highly endorsed by leading 
child specialists, and is recommended as a 
valuable “instructor” to all parents and per- 
sons genuinely concerned with child im- 
provement. Ss. S. W. 
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Margolis: Clinical Reviews 


LINICAL REVIEWS OF THE PITTS- 

BURGH DIAGNOSTIC CLINIC. Guide- 
posts to Medical Diagnosis and Treatment. 
Edited by H. M. Margolis, B.S., M.D., F.A.C.P. 
New York: Paul B. Hoeber, Inc. 1937. Price, 
$5.50. 

This volume consists of forty-five essays 
on various medical diseases, written “for the 
benefit of the general practitioner,” by a 
group of diagnosticians; thirty-five are by 
one physician. The topics are familiar to any 
physician who keeps up his reading of the 
current literature, but it is frequently an 
advantage to repeat statements which con- 
tradict older ideas until the newer ones are 
universally accepted. 

The rather small group of physicians who 
read the J.A.M.A. and one or two other jour- 
nals regularly and completely has had all this 
information at its fingertips for some time. 
The physician who “don’t read anything,” 
will not read this. In between are thousands 
to whom a book like this will be of great 
value. 
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Most of the material reviewed is quite 
recent, but the treatment of peptic ulcer pre- 
sented overlooks all recent literature on non- 
absorbable antacids, parenteral therapy, and 
indications for surgery; the difficulties at- 
tendant on the use of protamine-zinc-insulin 
are somewhat slighted; the directions for the 
use of cincophen, in the treatment of gout, 
are not sufficiently detailed; the best medical 
consensus holds that morphine should not be 
administered in gout, owing to the risk of its 
deficient elimination, its tendency to derange 
disestion and check hepatic metabolism; the 
ophthalmic test for sensitivity to horse serum 
is not generally considered entirely safe; and 
there are other inadequacies. In the 519 
“pages, there is not one illustration; but the 
volume is beautifully printed and bound. 
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Poulton: Diets and Recipes 


IETS AND RECIPES, AND THE TREAT- 
MENT OF DIABETES AND OBESITY. 
By E. P. Poulton, M.A., D.M. (Oxon), F.R.C.P. 
(Lond.); Physician to Guy’ s Hospital. London: 
Oxford University Press. 1937. Price, $2.75. 
In the latest treatment of diabetes, the diet 
contains more carbohydrate and less fat, thus 
approximating to the normal diet and per- 
mits diabetic patients to eat ordinary foods, 
provided they know what they are eating 
and do not eat too much. 

This book provides 211 recipes and 21 spe- 
cimen diets, chiefly in reference to diabetes 
and obesity, although hypertension, renal in- 
sufficiency, and gout are considered also. The 
first section presents a discussion on treat- 
ment of the disease conditions; the appen- 
dix affords full details of the recipes and 
diets. The appendix may be purchased sep- 
arately by the patient, and apparently would 
be of much value. 
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Weiss: Kidney Disease 


RACTICAL TALKS ON KIDNEY DIS- 
EASE. By Edward Weiss, M.D., Professor 


of Clinical Medicine, Temple University 
School of Medicine, Philadelphia. Springfield, 
Illinois: Charles C Thomas. 1937. Price, $3.00. 

To those of us who have not kept up as well 
as we should, in the field of renal disease, 
this brief (166-page), entertainingly written, 
authentic text is a blessing. It covers all 
modern advances in etiology, symptoms, and 
treatment. Not the least interesting section 
is that concerning Richard Bright's original 
description of nephritis. As we read the 
classic words on the gloomy outlook for the 
nephritic patient, it is a callous individ- 
ual who does not reflect that the ultimate 

rognosis is the same today, although we 
sed succeeded in postponing the fatal de- 
nouement and in making the patient more 
comfortable. 

Those who do not take the specific gravity 
of all urine specimens routinely, will find 
that they have been missing much valuable 
information, as a high specific gravity can be 
taken to mean that kidney function is not 
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seriously impaired. Such a point in differen- 
tial diagnosis is very important when albumin 
and casts are found in the urine of a cardiac 
patient, as it points to renal congestion rather 
than nephritis. 

Uremia; the cerebral manifestations of hy- 
pertension and kidney disease; edema, with 
special regard to the parts played by salt, 
water, and renal function; socalled albumin- 
uric retinitis (which is neither retinitis nor 
albuminuric); protein feeding and related di- 
etetic problems, are a few of the clinical ques- 
tions that are discussed. The author em- 
phasizes the fact that sodium chloride is held 
by the body tissues, when blood protein is 
diminished, and not retained by kidney fail- 
ure. He believes that toxemia of pregnancy 
is due to spasm of arterioles all over the body, 
secondary to a disturbance of the water bal- 
ance, and may be relieved by dehydration. 

Dr. Weiss has clearly demonstrated that a 
work need not be long, complicated, nor 
monotonous, to be scientifically correct and 
clinically helpful. 


Tumors of the Nervous System 


UMORS OF THE NERVOUS SYSTEM. 

The Proceedings of the Association for 
Research in Nervous and Mental Disease, 
Dec. 27th and 28th, 1935. Editorial Board: 
Edwin G. Zabriskie, M.D.; Angus M. Frantz, 

D.; and Clarence C. Hare, M.D. With 213 
Illustrations and 64 Tables. Baltimore: The 
Williams and Wilkins Co. 1937. Price, $7.50. 

This volume is the sixteenth in a series of 
research publications dealing with various 
nervous and mental diseases. Its contents: 
metabolism of the brain, spinal cord and men- 
ingeal tissue; metabolism of brain tumors; 
gliomas; effect of irradiation on gliomas; 
ependymomas; cerebellopontirie angle tu- 
mors and cysts; meningiomas; tumors of the 
peripheral nerves; study of long-postopera- 
tive survivals in cases of intracranial tumors: 
etc. 

One of the most promising new methods 
of brain tumor study (the olfactory function 
test) is described and discussed by Dr. 
Charles Elsberg, who was first to work out 
the practical features of the examination. Dr. 
Frank Fremont-Smith defends the use of 
lumbar puncture as a diagnostic agent in 
brain tumors, when performed under the 
best of conditions and with a neurosurgical 
team ready, in case of respiratory depression. 

As in other fields of medicine today, the 
emphasis is on pathology and physiology, al- 
though many clinical points are also brought 
out. 
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Cobet & Gutzeit: Postgraduate 
Clinic 

LINISCHE FORTBILDUNG. (Clinical 

Postgraduate Education.) Edited by Prof. 

Rudolf Cobet-Berlin and Prof. Kurt Gutzeit- 

Breslau. Vol. 4. Nos. 1 to 5. (1936). Pp. 802. 

Berlin: Urban and Schwarzenberg. Price, 
paper covers Rm. 30; bound Rm. 35. 

This is an annual publication of progressive 
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medical research which appears in 5 books, 
but so arranged that one may end in the 
middle of a word, the other part of which 
appears in the next issue. As the title im- 
plies, the work is intended only for advanced 
students or such practitioners as desire to go 
to the scientific bottom of the treated prob- 
lems. The present volume contains 27 com- 
plete essays, each written by an authority. 
Among those of more general interest we 
mention: Female Sterility; Vitamin Research; 
Malignant Diphtheria; Skin Pruritus and its 
treatment; Insomnia and its management; 
etc. 

The perusal of this book is a good deal 
like mountain climbing—only the “strong” 
will be able to overcome the effort with great 
profit to themselves. 

G. M. B. 


Mathews: Vitamins, Minerals, and 
Hormones 


ITAMINS, MINERALS, AND HORMONES. 

By Albert P. Mathews, Andrew Carnegie 
Professor of Biochemistry, University of Cin- 
cinnati, Ohio. Reprinted from Principles of 
Biochemistry by the Same Author. Balti- 
more: William Wood and Company. 1937. 
Price, $1.50. 

This is not really a new book, but reprinted 
by request from three chapters which ap- 
peared in Mathews, “Principles of Biochem- 
istry,” to make available a small, inexpensive, 
separate book giving a clear, concise state- 
ment, from the biochemical viewpoint, of the 
mechanism of nutrient intake, and of repro- 
duction; Chapter I, Vitamins; Chapter II, The 
Mineral Metabolism of the Body; Chapter III, 
The Internal Secretions of the Body—Hor- 
mones. All of this is valuable, up-to-date in- 
formation of the very highest authority and 
reliability, much needed by all general clin- 
icians, 


Rice: Injection Treatment of Hernia 
| NJECTION TREATMENT OF HERNIA. By 

Carl O. Rice, M.D., F.A.C.S., Instructor in 
Surgery, University of Minnesota School of 
Medicine; Surgeon in Charge of Surgical Out- 
Patient Department of the Minneapolis Gen- 
eral Hospital; Adjunct to the Surgical Staff of 
the Minneapolis General Hospital; Surgeon to 
Asbury Hospital, Deaconess Hospital and 
Swedish Hospital, Minneapolis; Member of the 
Minneapolis Surgical Society, American Med- 
ical Association, Minnesota State Medical 
Society, Minnesota Pathological Society. With 
the Assistance and Cooperation of Hamlin 
Mattson, M.D. Philadelphia: F. A. Davis Co. 
1937. Price, $4.50. 

No matter what one thinks of the injection 
treatment of hernia, this complete monograph 
by a pioneer in the field will be of interest. 
After studying the comparative results of 
surgery and injection treatment, one may be- 
come a convert. 

Dr. Rice gives an impartial survey of the 
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hernia problem; lists indications and con- 
traindications for injection treatment; cau- 
tions against errors in technic; and proves his 
clinical statements by microscopic studies 
obtained after injection of tissue proliferants 
in experimental animals and man (obtained 
at operation). 

Chapter I concerns itself with the histori- 
cal aspect and emphasizes the fact that the 
method is over 100 years old. Chapters II 
to IV classify, describe, and discuss, from the 
etiological standpoint, the various common 
types of hernia. The diagnosis and differen- 
tial diagnosis of hernia; the selection of a 
proper truss and the treatment of hernia by 
the injection method; a complete list of com- 
plications and sequelae (with their treat- 
ment); the results of the injection method 
clinically and by histopathology; and the 
medico-legal aspects of hernia, are then taken 
up in order. No handier book can be ima- 
gined for those desiring a guide in this field. 
Many anatomic drawings and clinical photo- 
graphs bring out salient points. 


e—___——_ 


Kahn: Sing Sing Criminals 
SING SING CRIMINALS. By Samuel Kahn, 

B.S., M.A., Ph.D., M.D., Formerly of Psy- 
chiatric Staffs of Sing Sing Prison, New York 
County Penitentiary, Kings County and 
Kings Park State Hospitals; Chief Resident 
Psychiatrist of Gallinger Memorial Hospital; 
Instructor in New York University; and Clin- 
ical Professor of Neurology and Psychiatry at 
Georgetown and George Washington Univer- 
sities. Introductions by Paul R. Radosavlije- 
vich, Ph.D., Pd.D., Professor of Experimental 
Education, New York University, and Ralph 
E. Wagner, Professor of Education, Emory 
University, Georgia. Philadelphia: Dorrance 
& Co. 1937. Price, $2.50. 

Dr. Kahn’s documented discussion of causes 
of criminality will be welcomed by all who 
want to know the truth about the etiology 
and prevention of crime. Two hundred and 
seventy-five (275) Sing Sing criminals have 
been analyzed from every angle, mental, phys- 
ical, and psychic; the 46 electrocuted pris- 
oners have been followed through to the 
autopsy. 

Such a volume prevents one from blandly 
repeating the common fallacies as, “most 
criminals are foreign-born, so that deporta- 
tion would solve the problem of crime”; 
“criminals have no moral sense”; “many 
criminals are very intelligent’; and “crim- 
inals are born, not made.” Dr. Kahn's study 
indicates that only one criminal in five is 
foreign born, and that many criminals come 
from the first generation of American born; 
that every criminal has a moral sense; that 
most criminals are of low or defective intelli- 
gence; and that environment (poor home 
life, quarreling or divorced parents, unsym- 
pathetic teachers and other adults) is the 
greatest single factor in the production of 
criminals. Normal and abnormal sex life is 
touched on occasionally. Possibly it is not 
emphasized because of the great American 
taboo on sex, although some prison admin- 
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istrators have considered it of utmost impor- 
tance. 

The book may be warmly recommended as 
worthy of study, because the physician often 
sees juvenile characters in the pre-criminal 
stage, who can be helped by correction of 
physical defects and assistance in overcoming 
social handicaps. 
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Book Price Increased 


T= price of Dr. Houston’s remarkable book, 
“The Art of Treatment,” which was re- 
viewed in this Journal in June, 1937, on page 
273, has been increased to $5.50. All orders re- 
ceived after December 1 will call for a check 
for that amount. 


New Books Received 


The following books have been received in this office 
and will be reviewed in our pages as 
rapidly as possible. 


DEXTROSE THERAPY IN EVERYDAY 
PRACTICE. A Survey of the Literature, 1900- 
1936, on the Experimental and Clinical Studies 
Applicable to Medicine and Surgery. By E. 
Martin, Sc.D. With Forewords by W. N. 
Haworth, F.R.S., and Bernard Fantus, M.D. 
New York: Paul B. Hoeber, Inc. 1937. Price, 
$3.00. 

MANUAL OF THE DISEASES OF THE 
EYE. For Students and General Practitioners. 
By Charles H. May, M.D. 15th Edition, Re- 
vised, With the Assistance of Charles A. Per- 
era, M.D. Baltimore: William Wood & Com- 
pany. 1937. Price, $4.00. 

GOULD’S MEDICAL DICTIONARY. The 
Word and Phrases Generally Used in Med- 
icine and the Allied Sciences, with Their 
Pronunciation and Derivation. By George M. 
Gould, A.M., M.D. Edited by R. J. E. Scott, 
M.A., B.C.L., M.D.; and C. V. Brownlow. 4th 
Revised Edition. Philadelphia: P. Blakiston’s 
Son & Co., Inc. 1935. Price, $7.00, with thumb 
index, $7.50. 

TWEEDY’S PRACTICAL OBSTETRICS. 
Revised and Largely Rewritten by Bethel 
Solomons, M.D., F.R.C.P.I., F.C.O.G., M.R.LA., 
F.A.C.S. (Hon.), and Ninian McIntire Falk- 
iner, M.D., Sc.D., F.R.C.P.I., F.C.O.G. 7th 
Edition. New York: Oxford University Press. 
1937. Price, $8.75. 

DIETS AND RECIPES. By E. P. Poul- 
ton, M.A., D.M. (Oxon), F.R.C.P. (Lond.) 
and Mary D. Hawkey. Reprinted from “Diets 
and Recipes and the Treatment of Diabetes 
and Obesity.” New York: Oxford University 
Press. 1937. Price, $0.50. 


SPAIN: A TRAGIC JOURNEY. By F. Theo. 
Rogers. New York: The Macaulay Company. 
1937. Price, $2.50. 

ROSE AND CARLESS MANUAL OF SUR- 
GERY. American (Fifteenth) Edition Edited 
by William T. Coughlin, B.S., M.D., F.A.C.S. 
From the Fifteenth English Edition by Cecil 
P. G. Wakeley, D.Sc. Lond., F.R.C.S. Eng., 
F.R.S. Edin., and John B. Hunter, M.D., 
M.Chir. Cantab., F.R.C.S. Eng. Baltimore: 
Wm. Wood & Co. 1937. Price, $9.00. 

THE DYNAMICS OF THERAPY IN A 
CONTROLLED RELATIONSHIP. By Jessie 
Taft. New York: The Macmillan Company. 
1937. Price, $2.75. 


SKIN DISEASES IN GENERAL PRAC- 
TICE. Their Recognition and Treatment. By 
H. Haldin-Davis, D.M., M.A., Oxon., F.R.C.P. 
3rd Edition. New York: Oxford University 
Press. 1937. Price, $6.25. 

INTERNATIONAL CLINICS. Edited by 
Louis Hamman, M.D. Volume III, 47th Series, 
September, 1937. Philadelphia: J. B. Lippin- 
cott Company, 1937. Price, $3.00, current year, 
not sold separately; $5.00, back years. 

CLINICAL URINALYSIS AND ITS IN- 
TERPRETATION. By Robert A. Kilduffe, 
A.M., M.D., F.A.S.C.P. Philadelphia: F. A. 
Davis Company. 1937. Price, $4.00. 


ALLGEMEINE ELEKTROKARDI- 
OGRAPHIE. By Prof. Dr. Eberhard Koch. 
3rd Revised Edition. Dresden: Verlagsbuch- 
handlung Theodor Steinkopff. 1937. Price, 
RM 3.—. 

DISEASE AND THE MAN. By Roger F. 
Lapham, A.B., M.D. New York: Oxford Uni- 
versity Press. 1937. Price, $2.00. 


CLINICAL ELECTROCARDIOGRAPHY. 
By Sir Thomas Lewis, M.D., F.R.S., D.Sc., 
LL.D., F.R.C.P., C.B.E. 3rd Edition. London: 
Shaw & Sons, Ltd. 1937. Price, $3.75, post- 
paid. 

POCKET ATLAS OF ANATOMY. By Victor 
Pauchet and S. Dupret. 3rd Edition. New 
York: Oxford University Press. 1937. Price, 
$4.00. 

A TEXTBOOK OF THE PRACTICE OF 
MEDICINE. By Various Authors. Edited by 
Frederick W. Price, M.D., C.M., F.R.C-P., 
F.R.S. (Edin.) 5th Edition. New York: Oxford 
University Press. 1937. Price, $12.50. 

THE BIOLOGY OF HUMAN CONFLICT. 
An Anatomy of Behavior, Individual and So- 
cial. By Trigant Burrow, M.D., Ph.D. New 
York: The Macmillan Company. 1937. Price, 
$3.50. 

VITAMIN AND MINERAL THERAPY. A 
Practical Manual. By Casimir Funk, Se.D., 
Ph.D.; and H. E. Dubin, Ph.D. New York 
U.S. Vitamin Corporation. 1936 


THE PSYCHOLOGY OF DEALING WITH 
PEOPLE. Appealing to the Want for a Feel- 
ing of Personal Worth. By Wendell White, 
Ph.D. New York: The Macmillan Company 
1937. Price, $2.50. 





MEDICAL NEWS 


Courtesy of Fisher Scientific Co. 


Mellon Institute's New Home 


HE Mellon Institute is an institution to 

which the more difficult technical problems 
of industry are submitted for solution. There 
is grouped together in that organization a 
band of trained scientists and engineers, 
whose abilities are much above the average 
in their professions. 

Dedicatory exercises for the new home of 
Mellon Institute, in Pittsburgh, pictured 
above, were held during the week beginning 
May 5, 1937. 


——_—___g—_____ 


Postgraduate Study 


T= big annual opportunity for intensive 

postgraduate study will occur during the 
week beginning October 18, when the 22nd 
International Medical Assembly is held in St. 
Louis. No physician who can possibly get 
away that week can afford to miss the intel- 
lectual and personal stimulus of that meet- 
ing. If you have not made arrangements and 
hotel reservations, do it now. If you want 
more information, write at once to Dr. Wil- 
liam B, Peck, Freeport, Ill. 


—_@——__—_ 


Association of Military Surgeons of 
the United States 


T= Pacific Fleet will be in the port of Los 
Angeles during the convention of the As- 
sociation of Military Surgeons, on October 
14-16, 1937, at the Ambassador Hotel. An un- 
usually interesting program has been pre- 
pared and the scientific and technical exhibits 
will be the largest in the history of the or- 
ganization. Physicians, surgeons, dentists and 
veterinarians of the Army, Navy, Marine 
Corps, C.C.C. Camps, and the Veterans Ad- 
ministration will be present. For additional 
information write to Robert L. Lewin, Am- 
bassador Hotel, Los Angeles, California. 


Civil Service Examination 


A= open, competitive examination for the 
position of Associate Medical Officer (sal- 
ary $3,200 a year), to fill vacancies in the U.S. 
Public Health Service, Veterans’ Adminis- 
tration, and Indian Service, is announced. 
Candidates will be rated upon their sworn 
and corroborated statements of qualifications. 
Applications must be on file with the Civil 
Service Commission on October 18, except 
from the states of Arizona, California, Colo- 
rado, Idaho, Montana, Nevada, New Mexico, 
Oregon, Utah, Washington, and Wyoming, 
where the filing date will be October 21. 

Application forms and full information may 
be obtained from the secretary, Board of 
U. S. Civil Service Examiners, at any first- 
class post office. 


————_—_@—_———__- 


Information Wanted on Peptic Ulcer 


HE statement has been made that flare-ups 

of peptic ulcers occur almost always in the 
“oyster months” (September to April, in- 
clusive). 

The Editor of this Journal would like to 
hear from all physicians who can confirm or 
refute this statement; and would also like to 
know the opinions of the writers as to the 
cause of this phenomenon—if it exists. 


e—_———_- 


College of Surgeons 


|= American College of Surgeons will 
hold its 27th Clinical Congress in Chicago, 
October 25 to 29, 1937. 


Qq——_—____ 


National Board of Medical Examiners 


HE National Board of Medical Examiners 

was organized in 1915, to establish a quali- 
fying examination of such high character that 
its diplomates could safely be accepted by all 
state boards of medical licensure. Its dip- 
lomas are now so recognized (with certain 
qualifications in some instances) in 42 states 
and 4 territories, and are accepted by the 
U.S. Army as the scientific qualifications for 
entrance to its Medical School, and by the 
U.S. Public Health Service in lieu of the 
usual written scientific examination. 

The advantages of holding a diploma of 
the National Board are obvious. Those who 
desire complete information should write to 
the Board at 225 S. 15th ’St., Philadelphia, Pa. 
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